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Optimal Asthma Relief 


from smallest dosage... 
in briefest time 


Medihaler 


automatically controlled dosage by aerosol administration 





22'2% more vital capacity within seconds 


The suspension of premicronized dry particles 
assures maximum delivery of the medication to 
the alveolar spaces where the therapeutic effect 
is exerted. The Medihaler suspension affords 5 
times the bronchodilating power of the same 
medication in solution and approximately 20 
times that of a squeeze bulb nebulizer. 


Medihaler is available with either of the two 
outstanding bronchodilating agents: 


Medih aler-IS O* geepreterenci) 
Medihaler- = P|° (epinephrine) 


MEW! 30 ce size vial 
for fe office or home Northridge, California 























Nonsurgical treatment 
of Endometriosis with 


HBINOVID 


Seventeen patients with presumed endometriosis selected 
for pseudopregnancy treatment were given Enovid on a 
“schedule of 10 mg. daily for ten days, 20 mg. daily for 
two weeks, and 30 mg. daily thereafter.” Treatment was 
continued for fourteen to twenty weeks. 

“They all experienced diminution or elimination of pain 
during treatment. Nine were entirely free of pain. Others 
were definitely improved but had occasional episodes of 
pelvic discomfort. . . . The improvement observed during 
treatment has generally persisted [during an average 
follow-up period of five months]. . . . Patients with the 
most extensive tenderness, nodularity, and symptoms had 
the best results.” 

The effect of Enovid in another study is described? as 
follows: 

“Enovid is a potent, orally effective progestin. The 
addition of 3-methyl ether of ethynylestradiol pre- 
vents ‘breakthrough’ bleeding and produces an ideal 
mimic of the hormonal changes of pregnancy. 
Enovid inhibits ovulation, induces a secretory endo- 
metrium and produces a decidual effect in areas of 
endometriosis. It is postulated that, after five to six 
months of such treatment, decidual necrosis occurs 
and is followed by gradual absorption.” 
The author? recommends that this therapy be continued 
for a minimum of five to six months if the pseudopreg- 
nancy is being effected to avoid operation. The side effect 
of nausea, which usually disappears within four or five 
days, may be diminished by starting with 5 mg. instead 
of 10 mg. of Enovid, by use of an antiemetic or by ad- 
ministering the drug with the evening meal or with milk 
or an antacid. 
How Supplied: Enovid (brand of norethynodrel with 
ethynylestradiol 3-methyl ether) is supplied as uncoated, 
scored, coral-colored tablets of 10 mg. each. 


6. ov. SEARLE «co. 


CHICAGO 80, ILLINOIS 









Research in the Service of Medicine 





1, Andrews, M. C.; Andrews, W. C., and Strauss, A. F.: Effects of Progestin-Induced Pseudopregnancy on Endometriosis: Clinical 
and Microscopic Studies, Am. J. Obst. & Gynec. 78:776 (Oct.) 1959. 
2. Kistner, R. W.: Endometriosis and Infertility, Clin. Obst. & Gynec. 2:877 (Sept.) 1959. 
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Reierst CONSISTENT 


RESPONSE 
IN VAGINAL 


INFECTIONS 














o4 Ss at B+? 
antibacterial, antimonilial, antitrichomonal effects—optimal dispersion, prolonged retention 





85% success:'? Triburon Chloride—the clinically proven microbicide — provides rapid 
symptomatic relief as well as control of trichomonal, monilial and non-specific vaginitis. 
In one study,' discharge, itching and burning disappeared in 67 of 73 women after only 3 
or 4 applications; after two weeks, cultures were negative in 61 patients. Similar results 





were noted in another series of 55 women.? 
now available in two forms 


New TRIB VAGINAL SUPPOSITORIES provide the efficacy of Triburon Chloride in a 
water-soluble, self-emulsifying base that enhances dispersion and prolongs therapeutic 
effects, even in the presence of profuse discharge. TRIB VAGINAL SUPPOSITORIES 
are provided with reusable plastic applicators. 


Proven TRIBURON VAGINAL CREAM—white, nonstaining, virtually non-irritating to 
the vaginal mucosa, with no hint of medicinal odor. Disposable applicators are supplied 
during pregnancy and menstruation. 


with the cream. 
Indications: TRIB VAGINAL SUPPOSITORIES and TRIBURON VAGINAL B, 
CREAM for vuivitis and vaginitis due to Trichomonas vaginalis, Candida albicans, 
Supplied: TRIB VAGINAL SUPPOSITORIES—Boxes of 24, with reusable applica- r : 
tor. TRIBURON VAGINAL CREAM—3-ounce tubes with 18 disposable applicators. contains Triburon Chloride 0.1% ° P 
Consult literature for dosage requirements, available on request, before prescribing. Vaginal Cream & Suppositories 
—— . 
ROCHE References: 1. N. Mulla and J.J.McDonough, Ann. New FORMERLY TRIBURON VAGINAL CREAM 
LABORATORIES York Acad. Sc., 82: (Art. 1), 182, 1959. 2, L. E. Savel, decisive microbicidal therapy ip a delicate matter 
net an antibiotic * not a nifroturan 











Hemophilus vaginalis as well as mixed infections; after cauterization, conization 
and irradiation; for surgical and postpartum treatment. Therapy may be continued 
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Division of Hoffmann-LaRoche mc. D.B. Gershenfeld, J. Finkel and P. Drucker, Ibid., p. 186. 
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...does she know that only you can help? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures her the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Gynol Ortho-Creme 


vaginal jell i 
9 atta ad vaginal cream 


nicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 


ely duplicate vaginal conditions during coitus than other tests. 


WHENEVER A DIAPHRAGM IS INDICATED 
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Information for Contributors 


Contributions—The JouRNAL OF THE AMERICAN MepicAL WoMEN’s ASSOCIATION extends an invitation to the 
profession for original scientific articles, research, case reports, and review of medical literature; for articles of 
historical interest—especially those dealing with the status of women physicians; for biographies of women in 
medicine; and for any other material on subjects of special concern to women physicians. All manuscripts for 
publication, letters, and all communications relating to the editorial management of the JouRNAL OF THE AMERICAN 
MenpicaL Women’s AssociaATION should be sent to the Editor at 1790 Broadway, New York City 19. 





Articles are accepted for publication with the understanding that they are original contributions never previ- 
ously published and are contributed solely to the JoURNAL OF THE AMERICAN MepicaL WoMEN’s AssociATION. All 
manuscripts are subject to editorial modification and upon acceptance become the property of the JouRNAL oF 
THE AMERICAN MepicaL WoMEN’s Association. Material published in the JourNaL is copyrighted and may not 
be reproduced without permission of the Editor. Neither the editors nor the publishers nor the American Med- 
ical Women’s Association will accept responsibility for the statements made or opinions expressed by any con- 
tributor in any article or feature published in its columns. 


Manuscripts—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
margins. The original and one carbon copy should be submitted; a second carbon copy should be retained by the 
author. The author’s full name, academic or professional titles and affiliations, and complete address must accom- 
pany manuscript. 


Illustrations and Tables—Illustrations must be in the form of glossy prints or drawings in black ink. On the 
back of each illustration the figure number, author’s name, and indication of the top of the picture must be 
given. Legends for illustrations should be typewritten in a single list, with numbers corresponding to those on 
photographs and drawings. The JouRNAL OF THE AMERICAN MepiIcAL WoMEN’s ASSOCIATION encourages the use 
of illustrations and will supply a reasonable number free of cost; special arrangements must be made with the 
[-ditor for excess illustrations or colored plates. The Editor is not responsible for the safe return of manuscripts 
and illustrations. All material supplied for illustrations, if not original, should be accompanied by references to 
the source and permission for reproduction from the owner of the copyright. Recognizable photographs of 
patients should carry with them written permission for publication. 





Each table should be typewritten on a separate sheet. numbered consecutively, and have a title. 


Quotations—Written permission must be secured from the author and publisher for quotation of more than ° 
500 words from one publication. Acknowledgement should be made on the page on which the quotation begins. 
For quotes of 100 to 500 words, the source should be given in the list of references. 


References—References should appear at the end of the manuscript and not in footnotes. They should conform 
to the style of the Index Medicus. This requires, in the order given, Name of Author, title of article, and 
name of periodical, with volume, inclusive pages, month (and day of month if the journal appears weekly), 
and year. References should be numbered consecutively throughout the paper, listed in order by number 
from the text, and are not to exceed 20 except in special cases. 
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prevention of “nexrt-morning sickness’ unth 
a single bedtime dose 


BRAND OF MECLIZINE HYDROCHLORIDE 





i record oO} effect ve ness. e@xcel- 


ient toleration, and econom) 


‘ 


IN BRIEF \ 


BONINE (meelizine hydro- 
chloride) is the dihydrochlo- 
ride of 1-p-chlorobenzhydryl- 
4-m-methylbenzylpiperazine, 





cuted, mild and/or transient 
and eonsist of occasional 
drowsiness, dryness of the 
mouth, and blurred vision. 
There are no known contra 
indications to BONINE. 


an antihistaminic-anticholin- 
ergic compound for preven- 
tion and relief of nausea and , 
‘ied hee PRECAUTIONS: As with other 
vomiting due to a varicty of cays ag 
antihistaminie compounds, 
causes. a oa 
the physician should inform 
patients of the need for 


caution in driving a ear or 


INDICATIONS: Valuable in the 
symptomatie relief of nausea 
and vomiting of pregnancy. when engaged in other ae- 


Also indieated for motion tivities requiring alertness. 





sickness, radiation sickness, 


vertigo associated with Méniére’s syndrome, labyrin- SUPPLIED: BONINE Tablets, scored, tasteless, 25 mg. 
thitis, fenestration procedures, vestibular dysfunction, and BONINE Chewing Tablets, mint-flavored, 
dizziness associated with cerebral arteriosclerosis. 25 mg. BONINE Elixir, cherry-flavored, * 


95 > 5 
. : 2.5 mg. per teaspoonful (5 ee.). 
(ADMINISTRATION AND DOSAGE: For control of nausea and 1 8-1 I ( ) 


vomiting of pregnancy, a single dose of 25 to 50 mg. at 
bedtime is usually effective. For dosage schedules in other 
indications, see package insert. 


only rarely does one drug meet so well 
the needs of one condition 





SIDE EFFECTS: Not a phenothiazine, the side effects re- More detailed professional information . 
ported in association with BONINE have been uncompli- available on request. 


PFIZER LABORATORIES Division, Chas. Pfizer § Co., Inc. Brooklyn 6, N.Y. / Science for the world’s well-being™ (Pfizer) 
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Recent discovery of the 
hormone, erythropoietin, 
and its role in iron 
metabolism may prove a 
most significant advance 
in clinical hematology. 


- rn > la mb 1 A Wealth of evidence now confirms the fact 
A Hi R t i > } that red blood cell production is controlled 
A 4 by the hormone, erythropoietin.1-3 Demon- 


strated in human plasma,* erythropoietin has 


| 4 T ra shown its activity by producing reticulocy- 
I é y t N i ) 7 | ) tosis!.5-7 increasing the uptake of Fe59 iso- 
: oo . tope in circulating red cells, and increasing 


erythrocyte precursors in marrow cultures.3.8 


N | ry. erythropoietin levels — new criteria in diag- 
y | 4 ‘nosis of anemia Since erythropoietin is so 
rapidly used up in the process of erythro- 

. x . poiesis, increased erythropoietin blood levels 

4 ‘ss 4 ( i can be demonstrated only in severe anemia 

4 AB 48.48 4 °F fora short time after the start of acceler- 


ated production.2 Thereafter, the effect of 


oy rea y the higher levels appears only as an 
/ / i | N increased erythroid marrow activity.1° Since 
| / the hemopoietic marrow is capable of pro- 


ducing more red cells than normally required, 
it is postulated that many anemias may be due to inadequate erythro- 
poietin levels—a result of subnormal production or excessive excretion. 


how does erythropoietin affect iron metabolism? It is now well estab- 
lished that absorption and utilization of iron is dependent principally 
upon the degree of bone marrow erythropoiesis.!!.12 The rate of erythro- 
poieses is, in turn, dependent upon erythropoietin levels. Thus, the 
demand for iron created by accelerated erythropoiesis is satisfied either 
by increased gastrointestinal absorption of iron or by mobilization of 
storage iron, or both. Failure to consider inadequate erythropoietin 
levels would seemingly account for the frequently disappointing results 
so often seen with the administration of iron alone in the treatment 
of anemia. 


can erythropoietin levels be increased by medication? Cobalt has been 
shown to be strikingly effective in increasing the production of erythro- 
poietin.13.14 |t is the only known therapeutic agent able to do this. 
Thus the effect of cobalt-enhanced erythropoietin improves iron utiliza- 
tion and causes a prompt and marked reticulocytosis with subsequent 
increase in hemoglobin and erythrocytes. 


The new concepts of the cause, diagnosis, and management of anemia 
may now be applied clinically on the sound basis of extensive studies 
published-on RONCOVITE®—MF, the therapeutic cobalt-iron hematinic. 


(1) Gordon, A. S.: Pharmacol. Rev. 39:1, 1959. (2) Ersiev, A. J.: J. Lab. & Clin. Med. 
50:543, 1957. (3) Rosse, W. F., and Gurney, C. W.: J. Lab. & Clin. Med. 53:446, 1959. 
(4) Gurney, C. W.; Goldwasser, E., and Pan, C.: J. Lab. & Clin. Med. 50:534, 1957. 
(5) Rambach, W. A.; Alt, H. F., and Cooper, J. A. D.: Blood 12:1101, 1957. 
(6) Gordon, A. S., et al.: Proc. Soc. Exp. Biol. & Med. 92:598, 1956. (7) Erslev, A. J.: 
Blood 10:954, 1955. (8) Goldwasser, E.; Jacobson, L. 0.; Fried, W., and Pizak, L. F.: 
Blood 13:55, 1958. (9) Stohiman, F., Jr., and Brecher, G.: Proc. Soc. Exp. Biol. 
& Med. 100:40, 1959. (10) Kraus, L. M., and Kraus, A, P.: Fed. Proc. 18:1051, 1959. 
(11) Bothwell, T. H.; Pirzio-Biroli, G., and Finch, C. A.: J. Lab. & Clin. Med. 
51:24, 1958. (12) Beutler, E., and Buttenwieser, E.: J. Lab, & Clin. Med. 55:274, 1960. 
(13) Goldwasser, E.; Jacobson, L. 0.; Fried, W., and Pizak, L.: Science 125:1085, 1957. ~ 
(14) Murdock, H. R., Jr., and Klotz, L. J.: J. Am. Pharm. A, (Scient. Ed.) 48:143, 1959. 


For a complete background file on erythropoietin, the erythropoietic 
hormone, please write to the Medical Service Department of: 


| & LLOYD BROTHERS, INC. 
Cincinnati 3, Ohio 


99 

















xX 
WITH MEPROBAMATE 


YC 
e the symptoms of premenstrual fens 


HYDRODIURIL® 
HYDROCHLOROTHIAZIDE 


CYCLEX provides the prompt 
Usual adult dosage is one tablet once or twice a 


day, beginning on the first morning of symptoms and contin- 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. 
West Point, Pa 


uing until the onset of menses. CYCLEX may be continued 
CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


through the menstrual period. 
detailed information on use accompanying package or available on request. 


the effective relief of meprobamate for nervous- 
of HYDRODIURIL (hydrochlorothiazide)and 200 mg. of meprobamate. 
Before prescribing or administering CYCLEX, the physician should consult 


ness, irritability, tension, nausea, malaise, insomnia 
acting relief of nausea and bloating associated 


with premenstrual tension 
SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 


for GI DISTRESS .., CYCLEX affords quick- 


weight gain, breast fullness, abdominal congestion 
for MOOD-CHANGES...CYCLEX supplies 


diuresis of HYDRODIURIL for rapid reduction of 


for EDEMA. 


DOSAGE: 


D> 
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In omne le mundo 





le evidentia favora 


a 


brand of furazolidone 


pro le diarrheas bacterial® 


® allevia promptemente le symptomas «* succede ubi alteres falle contra 
le crescentemente prevalente racias refractori de Staphylococcus, Escherichia, 
Salmonella, e Shigella ¢ bactericida plus tosto que bacteriostatic # effectos 
lateral negligibile ® non incoragia excessos del crescentia monilial o 
staphylococcal @ non ha inducite significative resistentia bacterial 





“That world-wide evidence favors FUROXONE for bacterial diarrheas is quickly conveyed by this 
advertisement in “Interlingua”’—the international language which celebrates in 1961 the tenth 
anniversary of its introduction. Based on the languages of Western culture and comprehensible on 
sight to most professionally trained scientists, Interlingua is designed primarily for written com- 
munication and makes no attempt to replace existing national tongues. 


At present, the greatest use of this tool of international communication is in medical literature. 
Twenty-four journals, including the J.A.M.A., regularly carry Interlingua summaries of original 
contributions. Eight International Congresses have provided Interlingua summaries of papers pre- 
sented. To test your own comprehension of Interlingua, turn the page. 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK Gm) 
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In Egypt and England 
Mexico and Missouri 
India and South Africa 








evidence favors 


Furoxone 


So of furazolidone 


for bacterial diarrheas* 


e swiftly relieves symptoms e succeeds where others fail against increasingly 
prevalent refractory strains of Staphylococcus, Escherichia, Salmonella and 
Shigella @ bactericidal rather than bacteriostatic @ side effects negligible @ does not 


encourage monilial or staphylococcal overgrowth e has not induced significant 
bacterial resistance 








Furoxone Liquid: a pleasant orange-mint flavored suspension containing 
Furoxone 50 mg. per 15 cc., with kaolin and pectin, bottles of 240 cc. 

Furoxone Tablets: 100 mg., scored, bottles of 20 and 100. 

Dosage: Adults, 100 mg. q.i.d.; children, 5 mg./Kg./day divided in four doses. 
=\* EATON LABORATORIES 


Division of The Norwich Pharmacal Company 


*International bibliography available on request. NORWICH, NEW YORK 
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attains 
sustains 
retains 








extra 
antibiotic 
actiwity 





attains activity 
levels promptly 


E MY Demethylchlortetracycline attains— 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 









ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


ACTERIAL ACTION 








sustains activity 
levels evenly 


N Demethylchlortetracycline sustains, 
ueneh the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which character- 
ize other tetracyclines. 


DECLOMYCIN— SUSTAINED ACTIVITY LEVELS 









TION AGAINST PROBLEM PATHOGENS 











retains activity 
levels 24-48 hrs. 


CIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines... but total 
dosage is lower and duration of action is longer. 

















DAYS OF TETRACYCLINE A' DOSAGE 









DURATION OF PROTECTION 










DAYS OF TETRACYCLINE B? DOSAGE 











DURATION OF PROTECTION 












DAYS OF TETRACYCLINE C* DOSAGE 





DURATION OF PROTECTION 














(1) Oxytetracycline. (2) Chliortetracycline. (3) Tetracycline 


PROTECTION AGAINST RECURRENCE 


JOMYCIT 


DEMETHYLCHLORTETRACYCLINE LEDERLE 








CAPSULES, 150 mg,., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 ‘doses, 


PRECAUTIONS-—As with other antibiotics, DECLOMYCIN 
may occasionally give rise to glossitis, stomatitis, proc- 
titis, nausea, diarrhea, vaginitis or dermatitis. A photo- 
dynamic reaction to sunlight has been observed in a few 
patients on DECLOMYCIN. Although reversible by discon- 
tinuing therapy, patients should avoid exposure to in- 
tense sunlight. If adverse reaction or idiosyncrasy occurs, 
discontinue medication. 

Overgrowth of nonsusceptible organisms is a possi- 
bility with DECLOMYCIN, as with other antibiotics. The 
patient should be kept under constant observation. 


t Lterte 
LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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AT 
lsoxsuprine hydrochloride, Mead Johnson 


relieves uterine spasm and hypermotility by direct relaxant action on uterine muscle* 
proved effective clinically with a low incidence of side effects* 


dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 tablets) three or four times daily 24 to 72 hours prior to 
expected onset of menstruation. Continue until pain has been averted. 


supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls (5 mg./cc.) for intramuscular use, boxes of 6. 
*Voulgaris, D. M.: Obst. & Gynec. 75:220-222 (Feb.) 1960. 


Mead Johnson 


Symbol of service in medicine 
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mama’s shopping for a dandruff cure 


The last one worked pretty good—for a_ next to a head of lettuce. Next time you see 
week. Now it starts again...the searching the symptoms...do her a favor... give her 
and the scratching...and the scrutinizing the word and a prescription for Selsun. 
of labels. What she needs won’t be found Available only at pharmacies. 


an ethical answer to a medical problem 


suspension 


Selsun — Selenium Sulfide, Abbott 








IBEROL—POTENT ANTIANEMIA THERAPY PLUS THE ESSENTIAL B-COMPLEX 


2 IBEROL THE RIGHT AMOUNT OF IRON PLUS THE ESSENTIAL B-COMPLEX PLUS VITAMIN C 


FILMTABS Ferrous Sulfate, U.S.P.......... 1.05Gm, | Vitamin B,, with intrinsic Factor Ascorbic Acid 
A DAY 1 N.F. unit (oral) 
supeny: (Elemental iron—210 mg.) *Folic Acid 
Liver Fraction 2, N.F....... 
Thiamine Mononitrate . . 
Riboflavin . 
Nicotinamide + | @Filmtab—Film-sealed Tablets, Abbott. 
Pyridoxine Hydrochloride *Folic Acid does not control neurological 
Caicium Pantothenate symptoms of pernicious anemia. 


assorTT 


©1960, ABBOTT LABORATORIES 101014 











Children are happier when doctors choose Fleet Enema 


They are more willing to accept this ready-to-use pediatric enema because they are spared the ordeal 
of complicated old-style procedures. The compact Fleet Enema takes less than a minute to give and 
avoids the discomfort of large volumes of liquid. Insertion is made easy and safe because of the 
pre-lubricated, anatomically correct 2-inch rectal tube.’ Fleet Enema can be prescribed 
with confidence as “a safe and effective enema preparation for even small children.” 


Widely useful for a variety of diagnostic and therapeutic purposes — 
even for your patients on sodium-restricted eneen” Geel READY-TO-USE SQUEEZE BOTTLE 


absorption is negligible.?:* : 

Pediatric size, 2% fl.oz. Regular size, 4¥2 fl.oz. 100 cc. contains: 16 

Gm. sodium biphosphate and 6 Gm. sodium phosphate. Also available: 

Fleet Oil Retention Enema, 4%-fl.oz. ready-to-use unit containing rEeurar tr ete 


Mineral Oil U.S.P. 


1. Frech, H. C., and Lanier, L. R., Jr: Am. J. Obst. & Gynec. 74:1146, 1957. 2. Way, W. G., et Cc. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
al.: Virginia M. Month. 85: 291, 1958. 3. Hellman, L. D.: To be published 
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“Crash diets’ and “food substitutes’ may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding 
of indulgent eating habits. 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced 


eating plan under your supervision. 








FORMULA: Tablets and Capsules 


Semoxydrine HCI Bere 5 mg. 
(Methamphetamine HCl) 


Pentobarbital 

Ascorbic Acid 

Thiamine Mononitrate . . . 
Riboflavin 


Nicotinic Acid (Niacin) . . . 





THE S.E. MASSENGILL COMPANY 











~“sure...1 used a crash diet... lost five pounds 
and now I’ve gained it all back!” 


but to bring weight down 
and keep it down... 








CObedrin 


and the 60-10-70 Menu Plan 


Obedrin and the 60-10-70 Menu Plan will help 
you successfully treat patients who must reduce 
excess pounds and maintain optimum weight. 
Obedrin aids in curbing abnormal food cravings and 
facilitates establishment of correct eating habits. 


Dosage can be individualized so appetite will be de- 
pressed at peak hunger periods. And Obedrin is the 
ideal support with its 


e Methamphetamine — proved anorexigenic and 
mood-lifting effects 

e Pentobarbital—balancing agent to guard against 
excitation 

e Vitamins B, and B, plus niacin—effective diet 
supplementation 

e Ascorbic Acid—aid for mobilization of tissue fluids 


Calorie counting? 


Not with the 60-10-70 Menu Plan; 
yet it assures balanced food intake 
with sufficient protein and roughage. 


Write for 


60-10-70 MENU PLANS, WEIGHT 
CHARTS AND SAMPLES OF OBEDRIN. 


Supplied: 


Tablets and capsules—bottles of 100, 
500, and 1,000. 


Bristol, Tennessee « New York « Kansas City + San Francisco 

















Administered before and after cervicovaginal surgery, 


irradiation, delivery, and office procedures such as cau- 


terization, Furacin helps to provide a shorter, more 


atients 


comfortable convalescence. Infection is promptly con- 


fight trolled; discharge, irritation and malodor reduced; 
infection, healing hastened. Furacin is highly active in the pres- 

- ence of exudates, yet is nontoxic to regenerating tissue, 
facilitate does not induce significant bacterial resistance nor en- 
healing courage monilial overgrowth. 


rURACIN 


brand of nitrofurazone 
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Vaginal Suppositories 
FURACIN 0.3% in a water-miscible base 
which melts at body temperature. Box 
of 12, each 2 Gm. suppository hermet- 
ically sealed in yellow foil. 


Cream 


FURACIN 0.2% in a fine cream base, 
water-miscible and self-emulsifying in 
body fluids. Tubes of 3 0z., with plastic 
plunger-type vaginal applicator. 

THE NITROFURANS— 

a unique class of antimicrobials 

EATON LABORATORIES, NORWICH, NEW YORK 
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back fast with 


TYLENOL 


| 


she's flying high now... her temperature and discomfort 


brought under control quickly with Tylenol 


TYLENOL an effective pediatric antipyretic and analgesic’ 
remarkably free from toxicity’ 


well accepted, well tolerated by children’ 


TYLENOL ELIXIR —120 mg. (2 gr.) per 5 cc.; 4 and 12 fl. oz. bottles. 
TYLENOL DROPS—<60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with calibrated droppers. 
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American Medical Women’s Association, Inc. 
BRANCH OFFICERS, 1960-1961 


ONE, WASHINGTON, D.C. 

President: Charlotte Patricia Donlan, M.D., 
Woodhill Rd., Bethesda 14, Md. 

Secretary: Gloria Grimes Cochran, M.D., 3706 Curtis 
Ct., Chevy Chase 15, Md. 

Membership Chairman: Maxine Schurter, M.D., 2700 
Q Street, N.W., Washington, D.C. 

Meetings: First Tuesday, October through May. 


10000 


TWO, CHICAGO, ILLINOIS 


President: Bertha L. Isaacs, M.D., 670 N. Michigan 
Ave., Chicago 11. 


Secretary: Leona R. Fordon, M.D., 1944 Euclid, Ber- 
wyn, Ill. 


Membership Chairman: Gertrude Engbring, M.U.., 
4753 Broadway, Chicago 40. 


Meetings held monthly. 


THREE, MARYLAND 


President: Elizabeth Acton, M.D. 800 Cathedral St., 
Baltimore 1. 


Secretary: Ruth Allen, M.D., 1261 E. Belvedere Ave., 
Baltimore 12. 


Meetings held first Thursday of month. 


FOUR, NEW JERSEY 


President: Hilda C. Fliegel, M.D., 126 Gifford Ave., 
Jersey City. 


Secretary: Kathleen Shanahan, M.D., 411 Churchill 
Rd., West Englewood. 


Membership Chairman: Ella Coughlan, M.D., 10 Oak- 


wood, Orange. 


FIVE, PORTLAND, OREGON 
President: Miriam Luten, M.D., Medical Dental Bldg., 
Klamath, Oregon. 


Secretary: Dorothy Vinton, M.D., 2455 N.W. Mar- 
shall, Suite 5, Portland 10. 


Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 


President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, lowa. 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, lowa. 
EIGHT, NEW ORLEANS, LOUISIANA 
President: Georgiana J. von Langermann, M.D., 1430 
Tulane Ave., New Orleans. 
TEN, WISCONSIN 


President: Mary Hall, M.D., 4042 N. Wilson Drive, 
Milwaukee 11. 
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ELEVEN, SOUTHWESTERN OHIO 
President: Ruth C. Ferris, M.D., 9360 Montgomery 
Rd., Cincinnati 20. 
Secretary: Mary M. Martin, M.D., 3035 Clifton Ave., 
Cincinnati 20. 
Meetings held second Tuesday, September, November, 
January, March, May. 


TWELVE, COLUMBUS, OHIO 


President: Dorothy Falkenstein, M.D., 81 S. Fifth St., 
Columbus 15. 


Secretary: Helen P. Graves, M.D., 350 E. Broad St., 
Columbus 15. 


THIRTEEN, SAN DIEGO, CALIFORNIA 
President: Dorothea Mankin, M.D., 510 Third Ave., 
Chula Vista, Calif. 


Secretary: Janet Gilman, M.D., 833 Fairway Ct., Chula 
Vista, Calif. 


Meetings held every other month on third Wednesday 
from September through May 


FOURTEEN, NEW YORK, NEW YORK 
President: Julia V. Lichtenstein, M.D., 2 W. 87th 
St., New York City. 
Secretary: Helen J. Neave, M.D., 140 E. 54th St. 
New York City. 


Membership Chairman: Estelle DeVito, M.D., 301 E. 
21st St., New York 10. 


FIFTEEN, CLEVELAND, OHIO 
President: Ymkje M. Van Erp, M.D., The Cornerstone, 
Berkshire Hills Drive, R.D. 4, Willoughby, Ohio. 


Secretary: Elisabeth B. Ward, M.D., Cleveland Clinic, 
2020 E. 93, Cleveland 6. 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Marita D. Kenna, M.D., 4740 Liberty Ave., 
Pittsburgh 24. 


Secretary: Vera Barzd, M.D., Mayview Hospital, 
Mayview, Pa. 


EIGHTEEN, NEW YORK STATE 
President: Lois J. Plummer, M.D., 131 Lynwood Ave., 
Brooklyn 9. 


Secretary: Harriett E. Northrup, M.D., 213 E. Sixth 
St., Jamestown. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, IOWA 
President: Dorothy Forsythe, M.D., Newton. 
Secretary: Rosalie Turner, M.D., Nashua. 


Meetings held each April, in conjunction with state 
medical meeting. 


(Continued on Page 124) 
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NOW...high natural vitamin C 


BiB juices 


All BiB juices—Orange, Apple, White Grape, 
Pineapple, Prune-Orange, Orange-Apricot, and 
Tomato—are standardized to protective vitamin 
C levels with Acerola, the richest known natural 
source of vitamin C.1.2 Each ounce of all BiB 
juices—citrus or non-citrus— provides more than 
the minimum daily requirement of vitamin C for 
infants. 
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Hypoallergenicity and improved tolerance are 
achieved through special processing which re- 
duces the seed protein and peel oil content to neg- 
ligible quantities. In a clinical study with Acerola, 


335R60 


In a wide variety of flavors 





ACEROL 





a suice 


agers 
‘ 
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“No reactions occurred from ingestion or from 
skin and intradermal tests with Acerola juice.’2 


BiB juices permit early introduction of a wide 
variety of flavors—valuable in taste-training the 
infant. Special process assures free flow through 
bottle nipple; ideal for spoon or cup feeding, too. 
BiB juices require no reconstitution, no heating, 
no defrosting. All mother does is open the can of 
BiB juice and it’s ready for feeding. 


References: (1) Asenjo, C. F, and Freire de Guzman, A. 
R.: Science 103:219 (Feb, 22) 1946. (2) Clein, N. W.: J. 
Pediat. 48:140-145 (Feb.) 1956. 
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Symbol of service in medicine 





in any emetic situation 
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NEW 250mg CAPSULES 


digan 


1S safe and sound 


Against nausea there’s nothing more effective or, for that matter, quite 
so safe as Tigan. Tigan has one demonstrable pharmacologic property: it 
blocks emetic impulses, primarily by direct action at the chemoreceptor 
trigger zone (CTZ) of the medulla. Tigan thus stops active vomiting as 
effectively as it prevents nausea and emesis. There are no special 
precautions, no known contraindications for Tigan. A single chemical 
compound, Tigan is not a converted antihistamine, tranquilizer or seda- 
tive—and may be used even where older antiemetics are contraindicated. 


USUAL DOSAGE 


ADULTS — Capsules: The usual dosage is 100 mg to 250 mg, three or four times daily. In nausea 
and vomiting of pregnancy, one 250-mg capsule at bedtime and one immediately upon awakening. 
In severe cases this dose may be repeated up to a total of three or four capsules daily. 


Intramuscular Injection: 200 mg (2 cc), one to four times daily. 
Suppositories: 200 mg (one suppository), three or four times daily. 
CHILDREN — Capsules: For children 30 to 90 pounds, one 100-mg capsule, three or four times daily. 


Intramuscular Injection: Under 30 pounds, 50 mg (% cc) ; 30 to 60 pounds, 100 mg (1 cc) ; 60 to 
90 pounds, 150 mg (1% cc) —one to four times daily. 


Suppositories: Under 30 pounds, 100 mg (% suppository) ; 30 to 90 pounds, 100 mg to 200 mg 
(% to 1 suppository) —three to four times daily. 


NoTE: There are no known contraindications or special precautions to be taken with Tigan 
therapy. Because Tigan has no sedative or tranquilizer properties, it is not necessary for patients 
to refrain from operating an automobile or other mechanical equipment while on Tigan medication. 


Packages: Capsules, blue, 250 mg—bottles of 50. Also available as: 100 mg capsules, blue and 
white. Ampuls, 2 cc (100 mg/cc). Vials, 20 cc (100 mg/cc). Suppositories, 200 mg. 


TIGAN® Hydrochloride — 4-(2-dimethylaminoethoxy)-N-(3,4,5-trimethoxybenzoy!) benzylamine hydrochloride 


ROCHE 


| mS LABORATORIES 
| Division of Hoffmann-La Roche Inc. 
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@ ANTISPASMODIC 
TIME-MATCHED COMBINATION 
SEDATIVE 


BUTIBEL combines two essentially synchronous components—belladonna extract 
and BUTISOL! @® One or two tablets one-half hour before meals and at bedtime 


assures smooth, uninterrupted control of gastrointestinal spasm through the day 
and during the night. 


Similar preparations containing phenobarbital, which has three times the dura- 
tion of action of belladonna, must either build up a cumulative sedative burden or. 


leave patients for long hours without effective antispasmodic protection. 


By contrast, BUTIBEL, with its time-matched components, gives full, con- 
tinuous antispasmodic and sedative action for smooth control of functional gastro- 
intestinal disorders. 


BUTIBEL: be//adonna extract...15 mg. and BUTISOL Sodium®...75 mg. 


butabarbital sodium 


BUTIBEL Tablets « Elixir - Prestabs® Butibel R-A (Repeat Action Tablets) 


Mc NE I IF McNEIL LABORATORIES, INC., PHILADELPHIA 32, PA. 





TO TREAT 


RESPIRATORY 
INFECTIONS 

















When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 





SENICLI! 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 
stituted liquid. 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 





Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer’s line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 


President: Brita R. McLean, M.D., 755 University Place, 
Grosse Pointe 3, Mich. 

Secretary: Avis M. Olson, M.D., 13798 Mecca, Detroit 
27. Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 

President: Elizabeth Larsson, M.D., 1700 Brooklyn 
Ave., Suite 202, Los Angeles 33, Calif. 

Secretary: Edith Shepard, M.D., 1014 So. Spaulding, 
Los Angeles, Calif. 

Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Ave., Hollywood, Calif. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 


Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 
President: Emily Van Loon, M.D., 1930 Chestnut St., 
Philadelphia, Pa. 
Secretary: Margaret Gray Wood, M.D., 6386 Church 
Road, Philadelphia 31. 
Meetings held three times a year. 


TWENTY-SIX, MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 


President: Dorothy Brinsfield, M.D., 1123 Gordon St.. 
S.W., Atlanta 10. 

Secretary: Shirley L. Rivers, M.D., Veterans Adminis- 
tration Hospital, 4158 Peachtree Rd., Atlanta 19. 
Membership Chairman: Dorothy Jaeger-Lee, M.D., 

3825 Wieuca Rd., N.W., Atlanta 5. 
Meetings held third Thursday monthly, except June, 
July, and August. 


THIRTY, UPPER CALIFORNIA 


President: Ruth Fleming, M.D., 490 Post St., San 
Francisco. 

Secretary: Claire Klausner, M.D., Stanford Universi- 
ty Hospital, Clay and Webster streets, San Fran- 
cisco 15. 


THIRTY-ONE, MISSISSIPPI 
President: Rlanche Lockard, M.D., 838 Lakeland Drive, 
Jackson. 
Secretary: Julia H. Box, M.D., Newton. 
Membership Chairman: Gussie R. Higgins Carr, M.D.. 
416 Claiborne Ave., Jackson. 
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THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Ethel Brownsberger, M.D., 75 Henderson- 
ville Rd., Biltmore. 
Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
W. Asheville. 


THIRTY-THREE, MIAMI, FLORIDA 


President: Ella M. Hediger, M.D., 560 N.E. 71st St, 
Miami. 

Secretary: Malissa Browning, M.D., 158 Almeria Ave., 
Coral Gables, Fla. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 


President: Maria I. Robert de Ramirez de Arellano, 
M.LD., 312 Professional Bldg., Santurce. 

Secretary: Lydia G. Montalvo, M.D., P.O. Box 1786 
U.P.R., Rio Piedras. 


THIRTY-SIX, ALAMEDA COUNTY. 
CALIFORNIA 
President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland. 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 


President: Bernice Sachs, M.D., 200 15th Ave. North, 
Seattle. 

Secretary: Evelyn Harris, M.D., 200 15th Ave. North, 
Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 


President: Phyllis Walker, M.D., 1703 Termino Ave., 
Long Beach. 

Secretary: Geraldine Stramski, M.D., 1777 Bellflower 
Blvd., Long Beach. 

THIRTY-NINE, BOSTON, MASSACHUSETTS 

President: Emma V. Merola, M.D., 114 Church St., 
Waltham 54, Mass. 

Secretary: Esther Silveus, M.D., 63 Bay State Rd., 
Boston. 

Membership Chairman: Dera Kinsey, M.D., 134 Wel- 
lesley St., Weston, Mass. 


FORTY, DALLAS, TEXAS 


President: Harriet Nora Rogers, M.D., Courthouse. 
Dallas. 


Secretary: Mary Agnes Hopkins, M.D., 1035 Medical 
Arts Bldg., Dallas. 
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basic therapy in vaginitis eliminates symptoms 
- itching - burning - leukorrhea - malodor - destroys 
pathogens - Trichomonas vaginalis - Candida (Mo- 
nilia) albicans - nonspecific organisms...alone or 
in combination: has these advantages -high rates 
of clinical and cultural cures - effectiveness even 
in menstrual blood and vaginal debris: safe and 
nonirritating to delicate inflamed tissue - esthet- 
ically acceptable with no disagreeable staining 


TRICOFURON 


nifuroxime and furazolidone) Improved 
heslie / Suppositories 


/-\\® EATON LABORATORIES 
aton)) Division of The Norwich Pharmacal Company 
“—/ NORWICH, NEW YORK 


















What does high “ABA” 
mean to you? 

High serum levels of antibacterial 
activity mean fewer treatment 
failures in severe infections or in 
infections only marginally sensi- 
tive to penicillin. In other words, 


high “‘ABA”’ means... 


consistently dependable 


clinical results 


V-CILLIN Kk 


(penicillin V potassium, Lilly) 


intense antibacterial activity 


V-Cillin K produces greater anti- 
bacterial activity in the serum 
against the common pathogens 
than any other oral penicillin.!-3 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.4.5 


proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


133216 
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Now at lower cost to 
your patient 


Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. 
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Schistosomiasis Mansoni 


Sophie C. Trent, M.D. 


SEVERAL CASES OF Schistosomiasis mansoni 
have recently been reported in tourists re- 
turning from vacations spent in the Carib- 
bean. It is, therefore, pertinent to alert phy- 
sicians and prospective travelers to this area 
that there are several areas endemic for this 
disease in the Caribbean: Puerto Rico, Vie- 
ques, St. Kitts, St. Lucia, St. Martin, Mevis, 
Montserrat, Martinique, Guadeloupe, Dutch 
Guiana, Santo Domingo, and Antigua. Vene- 
zuela and Brazil also have known endemic 
areas. 


PARASITOLOGY 


Schistosomiasis mansoni is a chronic para- 
sitic disease that primarily affects the liver 
and lower intestinal tract. It is caused by in- 
festation with the trematode S. mansoni, 
which belongs to the family of flukes. 

The adult male schistosome measures 6.4 to 
9.9 mm. in length. It has a flat body that is 
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folded ventrad with the caudal extremity to 
form a gynecophoric canal in which the fe- 
male worm is enclosed during copulation. 
The female worm is filariform in shape and 
is 7.2 to 14 mm. in length. Both male and fe- 
male adults have ventral and oral suckers, 
which are used for attachment to vascular 
walls and for feeding, respectively. 

The schistosomes live within the human 
liver until maturity at which time they mi- 
grate to the branches of the mesenteric veins, 
especially to those of the inferior mesentery 
where they mate and oviposition occurs. 

The ova of S. mansoni are nonoperculated, 
oval in shape, golden in color, and refractile. 
They have a lateral spine that distinguishes 
them from the other schistosomes (S. japoni- 
ca, S. haematobium). The ova measure 114 to 
175» in length and 45 to 68» in breadth. One 
adult female of S. mansoni may lay as many 
as 300 ova per day.t The ova are deposited 
directly into the venules of the colon and rec- 
tum and rarely into the bladder. They are 
also carried to the liver and other viscera via 
the blood stream. The ova, which are depos- 
ited in the superficial layers of the intestinal 
mucosa, may break out of the vessel to reach 
the intestinal lumen and be carried out with 
the feces. ; 

Each ovum contains an ovoid ciliated em- 
bryo called the miracidium. This embryo- 
nated form takes approximately nine days to 
mature and is viable for about two weeks 














128 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 





Fig. 1. (Left) S. mansoni ova in submucosa of colon. (Right) Pseudotubercle formation around S. mansoni 
ovum in the liver. 


after reaching maturity.’ If the ovum con- 
tained in the feces reaches fresh water, the 
miracidium within it is released. In order to 
survive it must find the appropriate host: a 
fresh water snail belonging to the genus 
Planorbis, Physopsis, or Bulinus, which usual- 
ly frequents fresh water containing aquatic 
vegetation. Upon finding the snail, the mira- 
cidium penetrates its foot by means of a lytic 
substance that it excretes. Within the snail, 
the miracidium goes through several develop- 
mental “sporocyst” stages, which require a 
period of five to seven weeks. Ultimately, 
leaflike-forked-tailed “cercariae” are produced 
in which form they are infective for man. It 
has been estimated that one miracidium of 
S. mansoni will give rise to 100,000 to 250,000 
cercariae. 

The cercariae are free swimming forms 
whose life duration after emergence from the 
snail is about 24 to 48 hours. They swim 
about in the fresh water into which they have 
emerged from the snail until they find their 
human host. They penetrate the unbroken 
skin by means of a lytic substance that they se- 
crete and shed their tails upon penetration. 
They then enter the capillaries and gain ac- 
cess to the venous circulation and to the right 
side of the heart, the lungs, and then out to 
the systemic circulation to reach the liver, 
where they grow until they reach maturity. 


PATHOLOGY 


The pathologic lesions caused by S. man- 
soni are due primarily to the pseudotubercle 


and foreign body reaction elicited by the 
presence of the ova in the body tissues. 

Once the ova have been deposited within 
the vascular lumen, they adhere to the endo- 
thelial lining and stimulate an endothelial pro- 
liferation. In time these endothelial cells, ra- 
dially arranged, completely surround the 
ovum and exclude it from the vascular lu- 
men. If the ovum has been deposited in the 
superficial layers of the intestinal mucosa it 
may ulcerate out and find its way into the 
intestinal lumen. If deposited deeper within 
the mucosa or submucosa it gives rise to pseu- 
dotubercle formation, with foreign body 
giant cells, mononuclear, and eosinophilic in- 
filtration (Fig. 1, Left). Fibrosis continues to 
increase and ultimately the ovum is embedded 
in a fibrotic scar. Eventual absorption of the 
ovum may occur, leaving behind only the fi- 
brotic scar to mark the place of previous 
ovum deposition. 

S. mansoni ova are regularly carried to the 
liver where they give rise to the same type 
of pesudotubercle formation (Fig. 1, Right). 
In cases where there has been heavy deposition 
of ova in the liver, the normal liver archi- 
tecture may be greately distorted and at 
times destroyed by the presence of numerous 
pseudotubercles and fibrotic scars.’ In endem- 
ic areas, where repeated and heavy infesta- 
tion is common, patients suffering with fibrosis 
of the liver (Fig. 2) with esophageal varices 
and engorged hemorrhoidal vessels are not un- 
common. Enlarged spleens due to an increase 
in connective tissue with the spleen are also 
seen. The presence of pigment granules in 
the liver, morphologically identical with ma- 
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Fig. 2. Fibrotic liver due to S. sansoni. 


larial pigment, is believed to be the residue of 
metabolized red blood cells ingested by the 
adult worms. 

The presence of live adult S. mansoni 
worms rarely causes any pathological change. 
However, the presence of dead adults with- 
in the lumen of a vessel often results in a 
nodular proliferation of the vascular intima 
leading to whole or partial occlusion of the 
vessel with the dead worm enclosed within it. 

However, if adult schistosomes should 
reach the pulmonary arteries through the in- 
ferior hemorrhoidal anastamoses, as they 
sometimes do, their presence will give rise to a 
severe arteritis. This is frequently accom- 
panied by aneurysmal dilatation of the ves- 
sel wall. Perivascular infiltration with poly- 
morphonuclear cells, eosinophils, and focal 
areas of pneumonitis surrounding the vessel 
occur. The presence of ova within the lung 
parenchyma gives rise to pseudotubercle for- 
mation with foreign body giant cell infiltra- 
tion as elsewhere in the body (Fig. 3, Left). 
Extensive scarring and fibrosis of the lung are 
seen with heavy ova deposition. 


CLINICAL SYMPTOMS 


The initial symptoms of schistosomiasis 
occur at the time infection is being acquired, 
i.e., When cercariae are penetrating the skin. 
Itching of the skin (similar to the swimmer’s 
itch found in the United States and Canada) 
is followed by an erythematous maculopap- 
ular rash or petechial hemorrhages at the 
site of cercarial invasion. These symptoms at 
times are so mild that they go unnoticed by 
the individual. 

While the cercariae are circulating through- 
out the body in the blood stream, toxic and 
allergic symptoms may occur. These consist 
of fever, headache, urticaria, and pulmonary 
symptoms similar to bronchial asthma, and 
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are accompanied by leucocytosis and eosino- 
philia. Transitory pulmonary _ infiltrations 
may be seen on roentgenologic examination 
of the chest. 

When deposition of ova in the colonic mu- 
cosa begins, ulceration of the ova into the 
intestinal lumen occurs, frequently giving rise 
to abdominal cramps and bloody mucoid 
diarrhea. This may be accompanied by head- 
ache, malaise, and anorexia. 

During the chronic stage of the disease, 
pseudotubercle formation and fibrosis has oc- 
curred about the ova; therefore, they do not 
gain access to the intestinal lumen and are 
infrequently found in the stools. However, 
sessile and pedunculated polyps containing 
nests of ova are often found in the rectum 
and lower colon. In the liver, the scarring 
around the ova leads to distortion of the 
normal architecture. In heavy infestations a 
fibrotic liver may develop with resulting as- 
cites, spider hemangiomata, and the develop- 
ment of collateral circulation shown by the 
appearance of dilated abdominal veins and 
hemorrhoids. An enlarged spleen with Banti- 
like syndrome with anemia, leukopenia, 
thrombocytopenia, and low total serum pro- 
tein with reversal of the albumin-globulin 
ratio may follow. The formation of esopha- 
geal varices causing attacks of hematemesis 
and bleeding from the dilated hemorrhoidal 
vessels are common in these severe cases. The 
presence of perioval fibrosis in the lungs in 
heavy infestations may result in fibrotic, poor- 
ly aerated lungs with dyspnea, cyanosis of 
lips and nails, clubbing of the fingers, dry 
hacking cough with changes in electrocardio- 
grams typical of right heart strains, and even- 
tual heart failure. 

The presence of ova in the brain may give 
rise to epileptiform seizures of the Jacksonian 
type and other neurological disturbances, de- 
pending upon the location of the ova. 


DIAGNOSIS 


There are several diagnostic methods avail- 
able to the physician. The following list is in 
order of reliability and usefulness. 1. Rectal 
biopsy with removal of mucosa from the re- 
gion of the Valves of Houston even if gross 
lesions are not visible; this technique* * not 
only demonstrates the presence of ova but 
direct examination under the high power of 
the microscope will indicate their viability 
(Fig. 3, Right). It is therefore useful not only 
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Fig. 3. (Left) Pseudotubercle formation around S. mansoni ovum in the lung. (Right) S. mansoni ova as 


seen in rectal biopsy tissue. 


for diagnosis but for the evaluation of the 
effectiveness of therapy. 2. The circumoval 
precipitate test, described by Oliver Gonzalez® 
of Puerto Rico, if positive, indicates the pres- 
ence of active schistosomal infection. 3. The 
intradermal skin test,’ using antigen prepared 
from S. mansoni adults or cercariae, is positive 
in both active as well as treated cases. 4. 
Stool examination using (a) sedimentation 
concentration method,* (b) simplified zinc 
sulphate levitation method,’ or (c) the im- 
proved acid ether method."” 


tREATMENT 

The antimonials are still the medicament of 
choice in the therapy of schistosomiasis man- 
soni. 

Christopherson" as far back as 1918 advo- 
cated the use of intravenous tartar emetic and 
Khalil and co-workers in 1929 reported on 
the successful use of Fuadin (stibophen). 

Since that time other drugs have been tried 
without too much success. Among those tried 
were the antibiotics'®: ** and Miracil-D, which 
was developed during World War II. The 
latter gave only a 27 per cent cure rate in 
S. mansoni,” the former had no curative 
effect at all. 

The standard course of therapy now in 
use consists of Fuadin (6.3 per cent solution) 
given in a dose of 5 cc. per day for a total 


dose of 100 cc. This has been reported as giv- 
ing a 100 per cent cure rate for S. mansoni 
infections.’* The intensive Fuadin schedules, 
which were recommended at one time (dur- 
ing which the period of therapy was con- 
tracted to a few days or the total dose was 
markedly increased), have been found to re- 
sult in too many toxic symptoms to warrant 
general use. 

Toxic effects of the antimonials consist of 
nausea and vomiting (especially during in- 
travenous tartar emetic therapy), generalized 
joint and muscle aching, and_ headache. 
Thrombocytopenia following the use of Fua- 
din has recently been reported.’? Bradycar- 
dia may also occur with the use of tartar 
emetic. Both of these symptoms necessitate 
che termination of antimonial therapy. 


PREVENTION 


Since infection is acquired by exposure of 
skin or buccal mucosa to fresh water con- 
taining S. mansoni cercariae, prevention is 
simple and consists merely of avoiding con- 
tact with fresh water in known endemic 
areas. Swimming in fresh water pools, lakes, 
or streams, should be avoided. Water for 
drinking purposes should be boiled for sterili- 
zation since chlorine in the usual strength of 
1:1 million (the strength generally employed 
for sterilization of drinking water), appears 
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to be ineffective in killing cercariae. Sand fil- 
tration and aluminum sulphate clarification 
also are not successful in removing cercariae. 

Swimming in salt water is safe unless it is 


done near a river or stream outlet where 
heavy contamination may occur. An impor- 
tant rule to follow in endemic areas is to look 
upon all fresh water with suspicion. 
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Anemia 1n Pregnancy: a len Year Survey 


Jean M. Scott, M.D. 


THE INCIDENCE OF ANEMIA as a Complication 
of pregnancy varies throughout the world. 
As the result of a survey carried out here, in 
Glasgow, in 1946 and 1947, it was found to be 
more common than had been suspected. Ap- 
proximately 17.6 per cent of patients were 
anemic when first seen at the antenatal clinic 
(hemoglobin level less than 10 Gm. per 100 
cc.) and 4 per cent were severely anemic 
(hemoglobin level less than 8 Gm. per 
100 cc.). Their treatment presented a prob- 
lem, mainly on account of numbers of cases. 
In a busy antenatal clinic dealing with over 
5,000 patients a year it was impossible to assess 
cach case individually. They were therefore 
divided into several groups depending on their 
initial hemoglobin reading. Those with values 
over 12 Gm. per 100 cc. were classified as 
“normal.” No further therapy was prescribed 
and unless otherwise indicated their hemo- 
globin was not checked again till the thirty- 
sixth week of pregnancy. Approximately 50 
per cent of the patients in the antenatal clinic 
were included in this group and few if any 
showed any significant deterioration (drop of 
more than 5 per cent Haldane or 0.75 Gm. 
per 100 cc. hemoglobin) as their pregnancy 
advanced. 

In another 30 per cent of the patients, the 
initial hemoglobin reading was between 10 
and 12 Gm. per 100 cc. A number of them 
showed a significant fall in hemoglobin level 
before term, 2.5 per cent actually becoming 
anemic. Without doubt, hemodilution aggra- 
vated this picture of increasing “anemia,” yet, 
at the same time, it did not explain the more 
marked deterioration in their cases. Closer 
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scrutiny of these “low normal” patients sug- 
gested the possibility of a latent iron defi- 
ciency and their subsequent response to iron 
seemed to confirm this. Therefore, these pa- 
tients were routinely given oral iron and, pro- 
vided they took it, no further hemoglobin 
check was carried out till the thirty-sixth 
week of pregnancy. 

The remaining patients with hemoglobin 
values of less than 10 Gm. per 100 cc. were 
all classified as anemic. Their treatment was 
supervised at the blood clinic and will be dis- 
cussed later. 

in theory, the afore-mentioned grouping of 
patients should be carried out at the third 
month of pregnancy, but in actual fact many 
patients do not report to the clinic until ges- 
tation is well advanced. Hence a woman near 
term may be classified as “low normal” or 
potentially anemic, when her blood volume in- 
crease and fetal demands for iron (approxi- 
mately 400 mg.) have already largely been 
met. It is admitted that such a patient probably 
does not require iron, but practice has shown 
that when dealing with large numbers of 
women, routine iron administration in all 
borderline cases is advisable. 

For more than 10 vears now, the above 
regime has been a routine at the antenatal 
clinic and in order to assess its effect, similar 
surveys were carried out again in 1957 and 
1958. The results are shown in table I. It can 
be seen that though the incidence of anemia 
in patients as a whole had diminished slightly, 
the most striking change occurred in the num- 
ber with severe anemia, which was reduced 
by 75 per cent. It is generally agreed that, 
where the balance of iron is precarious, there 
is a progressive drain on the maternal stores 
of iron with each successive pregnancy. It 
seems logical, therefore, to conclude that early 
recognition and treatment of anemia or even 
potential anemia in our patients had counter- 
acted this vicious process and eventually re- 
duced the incidence of severe anemia itself. 
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TABLE I 


tory of recent hemorrhage seemed to be im- 


; portant as a factor. In over 80 per cent of the 
Percentage Incidence of Anemia ee . 
= = = me primiparae no apparent cause for the anemia 
70 0 


Severe Moderate Total 


could be found, but it is interesting to note 
that 9 of these were unmarried mothers, an 


1946 4.0 17 21 incidence of 17.3 per cent illegitimacy, where- 
1947 4.8 7 22 as the average figure for hospital primiparae 
1957 1.0 92 10.2 in Glasgow is 8.4 per cent. From these find- 
1958 1.0 13.6 14.6 


Many investigators have tried to relate the 
incidence of anemia in pregnancy to age and 
parity of the patients and the majority have 
found neither of these factors alone to be sta- 
tistically significant.’* It seemed to us that 
rapidly succeeding pregnancies were more 
important than the actual parity itself and re- 
sults of our investigations are shown in figure 
1. In the series of 131 pregnant, anemic, multi- 
parous women reviewed, 88 were otherwise 
normal and no other cause for the anemia, 
apart from repeated pregnancies, could be 
found. These 88 women were divided into 
groups according to their parity and the aver- 
age delivery interval (A.D.I.) between babies 
was calculated for each group. It can be seen 
that if anemia appeared in a second pregnancy 
the A.D.I. was only 1.06 years (S.D.=.004). 
If its onset was delayed till the third preg- 
nancy the A.D.I. was longer, namely 1.88 
years (S.D.=.21), and in women anemic with 
their fourth child the A.D.I. of 2.7 years 
(S.D.=1.33) was near the normal average in 
Glasgow for nonanemic women, namely 3.1 
years. These findings would suggest that even 
with planned pregnancies, with two to three 
years between children there is a marked ten- 
dency for the mother to become anemic with 
her third or fourth baby. 

Other complications were present in the 
remaining 43 anemic multiparous women in 
the series under review. For comparison, 52 
unselected anemic primiparae were similarly 
investigated and the results are shown in table 
II. In both groups cardiac disease was a com- 
mon single factor, but in the multiparae a his- 


ings one might conclude that there is still a 
degree of anemia or potential anemia among 
the young female population. It probably 
passes unrecognized and generally only comes 
to light in a first pregnancy. This may be re- 
lated to social conditions. 


3-03 


A.D.1. 
in 
years 








2 3 4 5 


Number of Pregnancies 





Fig. 1. Average delivery interval (A.D.I.) in 88 
anemic multiparae with no other complications. 


DIAGNOSIS 


In the absence of routine hemoglobin esti- 
mations this anemia may be easily missed. 
Clinical assessment is difficult, partly due to 
the fact that few of the patients ever com- 
plain. Fully two thirds of the women with 
moderate anemia and one third of those with 
severe anemia stated they felt well. Only after 
further questioning would they admit to 
slight breathlessness, weakness, or tiredness, 





TABLE II 
Percentage Incidence of Complications Other Than Anentia 
No. Cardiac Multiple Recent Rheumatoid Other A.D. I. Otherwise 
Disease Pregnancy Hemor- Arthritis Diseases <2 yrs. Normal 
rhages 
Primiparae 52 96 1.9 0 1.9 5.8 80.8 
Multiparae 131 6.9 3.0 8.4 0.8 3.8 67.2 99 
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symptoms that they generally attributed to 
the pregnancy. Moreover, pallor in pregnancy 
is misleading and trophic changes are uncom- 
mon. Edema was present in 18 per cent of 
the patients with severe anemia. Once anemia 
is suspected it is essential to determine its 
type. Generally, hemoglobin, hematocrit, red 
cell count, and blood film examination are 
sufficient for this purpose, but one must al- 
ways be on the lookout for the megaloblastic 
anemia of pregnancy. This is not usually a 
problem in the antenatal clinic where 99 per 
cent of the anemias are of iron deficiency 
type, but occasionally an early or transitional 
megaloblastic anemia does crop up. More 
commonly it is found as an emergency near 
term or in the puerperium. Unlike Addisonian 
(pernicious) anemia, megaloblasts are often 
seen in the peripheral blood and an ordi- 
nary film or a buffy coat examination may 
give the diagnosis. For this reason all patients 
with red cell counts significantly below nor- 
mal (3.5 million per cubic millimeter) have 
the buffy coat of the blood screened and, if 
necessary, marrow examinations are made. 
Morphologically, the blood picture in simple 
iron deficiency anemia is similar to that seen 
in nonpregnant patients, but due to the hemo- 
dilution of pregnancy there is less anisocytosis 
and ring staining present at each correspond- 
ing hemoglobin level. Unless this point is real- 
ized, the relative absence of these features 
may lead one to suspect some depression of 
erythropoietic activity. In the more severe 
forms of the anemia, where the marrow is 
hypercellular but still normoblastic, white 
cells in the peripheral blood may show a 
slight shift to the left and occasionally grey 
polychromasic cells and late normoblasts are 
seen, but the reticulocyte count is not raised. 


TREATMENT 


Ideally, iron therapy should be commenced 
early in pregnancy and the oral route is 
the method of choice at this stage. In a con- 
trolled series‘ of patients taking ferrous sul- 
phate, 80 per cent of them showed a satis- 
factory response. Failures were due mainly 
to interrupted therapy, resulting either from 
forgetfulness or because the iron caused sick- 
ness. In more recent surveys salts of the 
organic acids such as the gluconate, succinate, 
or fumarate of iron have been used. No dif- 
ference has been found in the response to 
treatment with these products but failures 


decreased by a half due to improved gastric 
tolerance. 

Occasionally infections or toxemia depress 
erythropoiesis and reduce the response to 
treatment. Rarely one meets a woman with 
an apparently simple severe iron deficiency 
anemia that fails to respond to oral iron, 
though the serum iron is low and the marrow 
normoblastic. This patient will respond well 
to parenteral iron. In a series of over 100 
patients with controlled anemia, 5 of them 
have shown this “malabsorption syndrome.” 

In assessing the response to oral iron during 
pregnancy one must remember that the ap- 
parent increase in hemoglobin is much slower, 
partly because of the fetal demands and also 
because of the progressive increase in blood 
volume. In 20 per cent of cases there may be 
no obvious improvement in the hemoglobin 
level even after one month’s therapy, though a 
glance at the blood film shows evidence of 
active erythropoiesis. Prolonged therapy is 
therefore necessary to raise the hemoglobin 
to a satisfactory level. 

Unfortunately, as already mentioned, a 
number of patients do not report early enough 
in pregnancy to allow for this, and the iron 
may have to be given parenterally. Intra- 
muscular iron dextran complex seemed to be 
invaluable® in these cases but recent reports 
on experimental work on animais °° suggest 
that it may have a carcinogenic effect and 
for this reason its use has been discontinued 
here.* Of necessity clinicians have had to 
revert to intravenously administered iron. 
With it, the response is better, but this ad- 
vantage is largely outbalanced by a higher 
reaction rate> and a more difficult injection 
technique. 


COMPLICATIONS 


In a number of cases where labor is im- 
minent, blood transfusion has to be given if 
complications are to be avoided. Table III 
shows the major risks involving mother and 
baby. Severe anemia of itself did not appear 
to influence the duration of labor, the mode 
of delivery, or the incidence of post-partum 
hemorrhage, though when the latter did oc- 
cur its effects were naturally more serious. 

In the puerperium the influence of anemia 
was more obvious. Complications such as 


*Since going to press, intramuscular iron has been 
used in short courses in specially selected and con- 
trolled cases. Author’s Note. 
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TABLE Ill 


Percentage Incidence of Complications in Mother and Baby 


Low Normal 
Controls 


(85) 

Spontaneous 
Delivery % 89 
Delayed 
Labor % 22 
Caesarian 
Section % 6 
Miscarriage % _ 
Premature 
Delivery % _ 
3rd 
Stage 
Blood 
Loss 

a) Moderate %o 40 

b) Brisk % 5 
Normal 
Puerperium Te 73 
Healthy 
Babies % 89 
Corrected 
Perinatal 
Mortality 
Rate % 0.5 


white leg, pyelitis, bronchitis, and milder 
forms of intrauterine infection were more 
common and were noticeably reduced by ante- 
natal treatment. Even in the treated group 
complications were still higher than in the 
normal controls, and it may be that when 
severe anemia has been present the tissues are 
less resistant to infection in the puerperium. 
It should be stressed that few if any of 
these complications in the mother were really 
serious. On the other hand it is obvious that 
the well-being of the baby is at stake. In cases 
of untreated severe anemia, the miscarriage 
rate and the premature delivery rate were 
both 11 per cent. Yet each could be largely 
prevented with treatment (Table III). More- 
over, since a higher proportion of premature 
babies die, one is not surprised to find a high 
neonatal death rate (9 per cent). Stillbirths, 
too, were more frequent in patients with un- 
treated severe anemias. Indeed, if the perinatal 
mortality rate is corrected for such things as 
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Mild Severe Treated 
Anemias Anemias Severe 
(83) (53) Anemias 
(58) 
84 79 a 
19 iS 20 
ae 11 = 
2 11 - 
30 28 44 
6 11 16 
78 55 65 
78 74 93 
1.5 10.6 0 


congenital abnormality incompatible with life, 
the following figures are obtained. In the 
control series of 85 patients with low normal 
hemoglobin levels the perinatal mortality was 
0.5 per cent. In those with mild anemia (hemo- 
globin level of 9 to 10 Gm. per 100 cc.) it 
was 1.5 per cent (83 cases); while in cases 
with severe treated anemia (58 cases) no 
deaths were recorded but in the 53 untreated 
cases, 10.6 per cent of the babies died in the 
perinatal period. 

These figures are drawn from the first year 
of our 10 year survey, when patients with 
severe anemia were naturally seen more fre- 
quently and some were admitted undiag- 
nosed at term, having made only one visit to 
antenatal clinic. Follow-up methods on anemic 
outpatients at that time were considerably - 
slower and today it would be impossible to 
collect such a series of pregnant women with 
untreated severe anemia. All would at least 
have received a transfusion of blood. If they 
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do nothing else, the figures stress the import- 
ance of therapy in the prevention of fetal loss. 
To be effective this should be commenced 
early in pregnancy. Only in this way will 
miscarriage or premature delivery be avoided. 

Finally, one is sometimes asked to state 
what is considered to be a relatively safe 
hemoglobin level for a woman in labor. It is 
certainly most unwise to be dogmatic on this 
point yet some form of guidance is generally 
sought. The above results do suggest that 
where the anemia is mild, there is probably 


little if any risk to the mother. On the other 
hand the fetal loss is slightly raised, but 
whether this is significant or not is difficult 
to determine since so many other factors af- 
fecting the fetus are obviously involved. One 
has also to consider the remote, though pos- 
sible, risk of blood transfusion itself and each 
case has to be assessed individually before 
embarking on any set course of therapy. Cer- 
tainly in severe anemia the problem is easier 
and the indications for blood transfusion 
should be obvious. 
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Banks for Hearing Research 


Five “banks” for temporal bones, to further research in loss of hearing, have 
been established in the last few months by the Deafness Research Foundation 
The Temporal Bone Banks, unlike the Eye Banks, are for basic research. The 
Banks are located at Columbia and New York universities in New York City, 
Johns Hopkins University in Baltimore, the University of Chicago, and the Uni- 


versity of Michigan, Ann Arbor. 
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Treatment of Acute Leukemia of Childhood 


Yolanda F. Torralba, M.D., and Margaret P. Sullivan, M.D. 


THE AIM OF sPECIFIC antileukemic therapy 
is the suppression of the disease process, with 
restoration of normal hematopoiesis and the 
disappearance of leukemic infiltrates from all 
the tissues. Since 1948, three classes of agents 
capable of fulfilling this aim have been devel- 
oped. They are corticotropin and corticoste- 
roids, folic acid antagonists, and purine an- 
tagonists. These agents have induced tem- 
porary remissions of variable duration in a 
substantial number of children with leukemia. 
Most investigators use a sequential type of 
therapy, utilizing the different classes of anti- 
leukemic agents in turn so long as they are 
effective. Eventually, the leukemic process 
becomes resistant to each class of compounds. 
Cross resistance between classes does not 
exist, and a patient resistant to one group of 
drugs may respond to the others. 

Response to antileukemic therapy is as- 
sessed by periodic evaluation of bone mar- 
row, peripheral blood and physical findings, 
and of clinical symptoms. Criteria for evalua- 
tion of the response vary slightly among 
study groups; those of Acute Leukemia 
Chemotherapy Cooperative Study Group A 
have served as a model for other groups.’ Ac- 
cording to these criteria, the following condi- 
tions must be fulfilled to attain a complete 
remission: (1) bone marrow—reduction in 
number of blasts to less than 10 per cent and 
lymphocytes to less than 20 per cent; essen- 
tially normal appearing hematopoiesis; (2) 
peripheral blood—return to, and maintenance 
for more than one month of, a hemoglobin 
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value greater than 11.0 Gm. per 100 cc. for 
children over 2 years of age and 10.0 Gm. 
per 100 cc. for children under 2 years of age; 
absolute granulocyte level in excess of 1,500 
per cubic millimeter; platelet count greater 
than 100,000 per cubic millimeter, and the 
absence of leukemic cells; (3) physical find- 
ings—subsidence of all evidence of leukemic 
infiltration; (4) clinical symptoms—no symp- 
toms ascribable to leukemia. 

When the afore-mentioned criteria have 
not been met, despite significant improve- 
ment, the response is classified as a partial 
remission. Drug failure occurs when there is 
neither hematologic nor clinical improvement. 


CORTICOTROPIN AND CORTICOSTEROIDS 


The mechanism by which corticotropin 
and corticosteroids suppress the leukemic 
process is not fully understood. The lympho- 
penia and atrophy of lymphoid tissue which 
result from administration of these agents is 
probably a reflection of both cell destruction 
and decreased cell production. 

The rapidity with which the leukemic 
process may be reversed by the administra- 
tion of ACTH and corticosteroids makes it 
desirable to reserve these agents for the acute- 
ly ill child and for emergency situations. Sub- 
stantially higher than usual dosage schedules 
are used at this institution, as shown in table 
I. Complete remissions may be expected in 
approximately one to two thirds of the chil- 
dren who have been treated; 8 to 10 per cent 
show no response. Improvement usually be- 
gins during the first week of therapy and be- 
comes maximum within the next 2 to 3 weeks. 
Decremental doses are then given to “taper 
off,” and the therapy is discontinued over 
a period of from 5 to 7 days. Because of the 
high dosage used, the hormones and hormone . 
analogs are not continued in full dosage. be- 
yond 4 weeks. Continuation of therapy after 
achievement of remission apparently does not 
prolong the duration of remission but ac- 
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centuates the adverse effects of treatment. 
The duration of steroid-induced remissions 
has been reduced by reinstituting therapy 
when relapse occurs. Usually, such remissions 
are of poorer quality and of shorter duration 
than the previous steroid remission. 

With the administration of corticotropin 
and corticosteroids at the suggested dose 
levels for from 3 to 5 weeks, various un- 
toward reactions may be expected. If these 
effects become alarming, dosage should be 
reduced by 50 per cent. The masking of signs 
and symptoms of infection by these agents 
must be kept in mind constantly. Voracious 
appetite, obesity, and some degree of hirsut- 
ism are very common. Sodium and water re- 
tention, frequently with secondary hyperten- 
sion, and negative potassium, calcium, and 
nitrogen balance are less frequent but more 
serious. Mental disturbances and convulsions 
are rare. In our experience, hyperglycemia 
has occurred only in those children with a 
family history of diabetes. Untoward min- 
eralocorticoid effects may be minimized to 
some extent by the use of low-salt diets with 
supplementary potassium (potassium chloride, 
1.0 Gm., orally, three times daily). The delta-1 
derivatives of cortisone and hydrocortisone 
(prednisone and prednisolone, respectively ) 
cause less severe disturbances in salt and water 
metabolism. Newer analogs of the delta-1 de- 
rivatives, which incorporate a fluorine atom at 
the C 9 position (triamcinolone and dexa- 
methasone), are relatively free of mineralo- 
corticoid activity. The relative effectiveness 
of the various corticosteroids and synthetic 
analogs in treating acute leukemia has not 
been established. None of these compounds is 
sufficiently superior to be given preference 
over the others. 


FOLIC ACID ANTAGONISTS 


The folic acid antagonists are thought to 
exert their antileukemic effect by preventing 
the conversion of folic acid to folinic acid 
and by interfering with the utilization of fo- 
linic acid. Formate transfer, a step in the syn- 
thesis of purines and pyrimidines which re- 
quires folinic acid, is thereby blocked. 

Amethopterin (Methotrexate) is the more 
widely used agent of this class because of its 
decreased toxicity relative to therapeutic ef- 
fectiveness. Other infrequently used folic acid 
antagonists include aminopterin, dichloro- 
amethopterin and 2, 4-diamino-5 (3’4’-dichlor- 


opheny1!)-6-methylpyrimidine. Conventional 
doses for amethopterin are shown in table I. 
Medication is given orally once a day. Three 
to eight weeks of therapy may be required to 
achieve maximal response. Maintenance ther- 
apy is usually continued thereafter at the 
same dosage. Complete remissions occur in 20 
to 30 per cent of children who receive this 
therapy. The duration of these remissions is 
approximately 5 to 7 months. 

An early and frequent sign of toxicity is the 
appearance of small, shallow, yellow ulcers on 
the buccal mucosa, lips, and/or pharyngeal 
pillars. The mouth must be inspected daily 
for such lesions, and the parents should be 
taught to do this when treatment is being 
given on an outpatient basis. If further medi- 
cation is withheld the ulcerations heal within 
a day or two. Treatment can then be resumed. 
If oral signs of toxicity occur repeatedly, 
therapy must be either intermittent or at a 
reduced dosage. Oral ulcerations must not be 
ignored because continuation of therapy may 
result in ulceration throughout the gastroin- 
testinal tract, with severe pain, vomiting, and 
bloody diarrhea. Other signs of toxicity in- 
clude anorexia, bright red skin eruptions, 
thinning of the hair, and bone marrow dam- 
age. Toxic hypoplasia of the marrow is re- 
versible if medication is promptly withdrawn. 
Marrow changes, typical of those seen in 
other folic acid deficiency states, also occur 
but do not require interruption of therapy 
unless anemia is present. The toxic, as well as 
the therapeutic, effects of folic acid antagon- 
ists given in the preceding 24 hours can be 
nullified by the intramuscular administration 
of citrovorum factor (Leucovorin). 


PURINE ANTAGONISTS 


This class of agents achieves an antileukemic 
effect by interfering with the incorporation 
of purine, nucleosides, or nucleotides into 
nucleic acid, thereby blocking the de novo 
synthesis of purines and pyrimidines. 

The most widely used representative of this 
class is 6-mercapto-purine (Purinethol) which 
is given by mouth at a dosage of 2.5 mg. per 
kilogram of body weight daily. Therapy must 
be continued for from 3 to 5 weeks to attain 
maximal improvement. Thereafter, daily 
maintenance therapy at the same dosage is 
strongly recommended because relapse may 
occur promptly if therapy is discontinued. 
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TABLE I 





Route of 
Agent Administration 
ACTH Gel Intramuscular 
ACTH Continuous intravenous 
infusion 
Hydrocortisone Oral 
Cortisone Oral 
Prednisone Oral 
Dexamethasone Oral 
Amethopterin Oral 


(Methotrexate ) 


Intrathecal 


6-mercaptopurine Oral 
(Purinethol) 


Complete remissions have been reported in 30 
to 50 per cent of children treated. About 15 
to 30 per cent of the children fail to respond 
to this medication. Complete remissions aver- 
age 3 to + months in duration. Other effective 
purine antagonists are 6-thioguanine, 6-chloro- 
purine, and 6-methyl-mercaptopurine. 

With the recommended dosage, signs of tox- 
icity are usually rare. The most frequently 
noted side effect has been prompt and marked 
leukopenia, especially in children with high 
white blood cell counts at the onset of ther- 
apy. Precipitous falls in the white cell count 
may be associated with hyperuricemia and 
renal failure if satisfactory hydration, renal 
blood flow, and urine volume are not main- 
tained. Omission of medication for several 
days during precipitous drops in white cell 
count is recommended. Leukopenia associated 
with a leukemic marrow is not an indication 
for discontinuation of therapy. Medication, 
however, should be withheld when bone mar- 
row depression occurs. If drug administration 
is temporarily discontinued, the toxic hypo- 
plasia is usually transitory. Other rare signs of 
6-mercaptopurinee toxicity include anorexia, 
vague abdominal pains, oral and gastrointes- 
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Dosage Schedules for Commonly Used Antileukemia Agents 


Dosage 


4 units per Kg. of body weight, daily 


25-50 units in 24 hours 


12.0 mg. per Kg. of body weight, daily, 
divided into + doses 

15.0 mg. per Kg. of body weight, daily, 
divided into 4 doses 

2.2 mg. per Kg. of body weight, daily, 

divided into 4 doses 


0.45 mg. per Kg. of body weight, daily, 
divided into 4 doses 

1.25 mg., daily, for children under 18 months 
of age 

2.5 mg., daily, for children aged 18 months 
to 10 years 

5.0 mg., daily, for children over 10 years of 
age 

0.5 mg. per Kg. of body weight every 4-7 
days (usually 2 -3 doses) 


2.5 mg. per Kg. of body weight, daily 


tinal ulcerations, thinning of the hair, drug 
fever, and megaloblastic changes in the bone 
marrow. 


INVESTIGATIVE THERAPY 


Several large co-operative study groups 
sponsored by the Cancer Chemotherapy Na- 
tional Service Center are currently participat- 
ing in programs designed to evaluate new anti- 
leukemic agents, to determine optimal dose 
schedules for standard drugs, to evaluate drug 
combinations, and to determine the effect of 
drug sequence on response to therapy.” The 
status of these studies is shown in table II. 
Leukemia, resistant to standard treatment, is 
used to evaluate new classes of agents; un- 
treated leukemia is used in other types of 
studies. 

Cyclophosphamide (Cytoxan) is one of sev- 
eral cyclic phosphamide esters of nitrogen 
mustard which was formulated following the 
demonstration of increased phosphamidase in 
malignant tissues.° Contrary to expectation,. 
this agent (Cytoxan), which is inactive in 
vitro, seems to be activated in liver rather than 
in malignant tissue.® Definite antileukemic ef- 
fect and lack of cross resistance with other 
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classes of antileukemic drugs have been dem- 
onstrated in experimental systems.” * As a 
part of a larger study being conducted by the 
Southwestern Cancer Chemotherapy Study 
Group, 9 patients with resistant leukemia have 
been treated with cyclophosphamide at this 
institution.” One child, who previously had 
responded well to the other three classes of 
agents, received intermittent cyclophospha- 
mide therapy for a period of 9% months. 
Combined therapy, using dexamethasone, re- 
sulted in a 3% month remission. Relapse was 
treated with cyclophosphamide alone and the 
remission status was maintained for 6 months. 
In another child who was thought to be re- 
sistant to steroid therapy, combination dex- 
amethasone and cyclophosphamide therapy 
resulted in a partial remission of 72 days dura- 
tion; and in a third child, the administration 
of cyclophosphamide alone was credited with 
a partial remission of 30 days duration. The 
remaining children failed to achieve partial 
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remission though some degree of hematologic 
or symptomatic improvement was noted. 

Dosage schedules have not been well estab- 
lished. Currently, our patients are being given 
5 mg. per kilogram of body weight, intra- 
venously, daily, for 10 days. During this 
period, daily white blood cell counts are 
done, and treatment is withheld if the count 
is below 1,500. After a rest period of 3 to 4 
days to permit white blood cell count stabili- 
zation, daily oral therapy is started at the 
same dose level. Blood counts must be made 
at least twice weekly during oral maintenance 
therapy and further adjustments in dosage are 
usually necessary to prevent bone marrow 
damage. Severe leukopenia is seen in almost all 
of these patients and requires most careful 
titration of the white blood cell count against 
drug dosage. Alopecia occurs very frequently 
during treatment but it is not permanent. 
Nausea, vomiting, and hemorrhagic cystitis 
are rare. 


TABLE II 


Co-operative Group Investigations in Treatment of Acute Leukemia? 





Type of Agent Specific Agent 


Pyrimidine antagonist 5-fluorouracil 


(fluorinated) 


Alkylating 
(inactive in vitro) 


Purine antagonist Thioguanine 
Thioguanosine 


Pyrimidine antagonist 6-azauracil 


(5-FU) 


5-fluoro-2’-deoxyuridine 


(5-FUDR) 


Cyclophosphamide (Cytoxan) 


Result and 
Investigating Group 
Ineffective (Group B) 
In progress (Group A) 


In progress (Southwestern) 
In progress (Group A) 


Ineffective (Group B) 


Folic acid antagonist 


Dichloromethotrexate In progress (Group B) 





Purine antagonist + 
Glutamine antagonist 


6-mercaptopurine plus 
azaserine 


No advantage (3) 
(Group A) 


6-mercaptopurine plus 
DON 


In progress (Group A) 





Purine antagonist 6-mercaptopurine (high 


loading dose) 


Not reported (Group A) 





Purine antagonist + 
Folic acid antagonist 


6-mercaptopurine plus 
Methotrexate (continuous vs. 
intermittent dose) 


Longer remission and 
survival time with contin- 
uous therapy. (4) (Group B) 


Steroids + 


ACTH followed by 6-mercapto- 
Purine antagonist 


purine vs. hydrocortisone 
followed by 6-mercaptopurine 


In progress (Southwestern) 
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SUPPORTIVE THERAPY AND TREATMENT OF 
COMPLICATIONS 

It has been our policy to hospitalize chil- 
dren to institute antileukemic therapy. The 
parents are told the diagnosis in a frank but 
sympathetic manner and they are warned that 
the clinical situation may worsen considerably 
before improvement begins. During this 
period, children usually adjust rapidly to hos- 
pital routines. The parents learn to accept the 
diagnosis and to lend the child support for the 
many treatments and procedures which are 
necessary. 

Blood transfusions are given as indicated to 
maintain the hemoglobin level in the vicinity 
of 9 to 10 Gm. per 100 cc. Severe anemias, 
which may be present at the time of diagnosis, 
are corrected slowly, preferably using packed 
cells. Digitalis and oxygen are given when 
cardiac failure is present. 

Children with leukemia, in relapse, are 
highly susceptible to all types of infections. 
Chicken pox is a particularly serious and se- 
vere infection in these children. The admin- 
istration of corticotropin and corticosteroids 
may further complicate the clinical situation 
by masking signs and symptoms of infection. 
Common pathogens include Staphylococcus 
aureus, Monilia, and various gram negative 
rods. Patterns of infection are variable. Sep- 
ticemia develops frequently from local infec- 
tions of the nose and the mouth and of the 
anorectal region. Pseudomonas infections are 
often manifest by septicemia with multiple, 
soft-tissue abscesses. The choice of antibiotics 
is determined by sensitivity tests. Treatment 
should be prompt and prolonged with a gen- 
erous dosage. Prophylatic antibiotic therapy 
is not recommended. 


Local infiltrations may occur in sites where 
they produce marked symptoms requiring ad- 
ditional therapy. Leukemic infiltration of the 
meninges may be treated successfully with 
either intrathecal Methotrexate or with radia- 
tion therapy. *° 74 The recommended dose of 
Methotrexate is shown in table I. If patients 
are observed closely, intracranial involvement 
can be diagnosed early, before symptoms are 
severe. Intrathecal treatments can be given 
during overnight hospitalizations. Two or 
three treatments generally produce the de- 
sired therapeutic response; one additional 
treatment should be given after the spinal 
fluid returns to normal. Oral Methotrexate 
should be discontinued during the period of 
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intrathecal therapy. Intracranial involvement 
also responds well to radiation therapy. A 
tumor dose of 500 to 1000 rads is usually 
given within 10 to 14 days. Epilation may 
occur in the higher dose range. Radiation 
therapy may also be used to treat local in- 
filtrations in mediastinal nodes, bone, and 
kidney. Renal infiltration may be extreme be- 
fore any alteration of function occurs. The 
kidneys often become palpable, but more fre- 
quently, the diagnosis of renal involvement is 
made by intravenous pyelography. Radiation 
therapy is usually not undertaken until the 
blood urea nitrogen level is in the high 
normal, or slightly elevated, range. Both kid- 
neys are not irradiated simultaneously. 

Hyperuricemia usually occurs when ther- 
apy is initiated but it may also develop when 
subsequent remissions are being induced or 
radiation therapy is being given to patients 
with massive local disease. Children with high 
white blood cell counts who respond to treat- 
ment with a precipitous fall in count are most 
likely to develop this complication. Preven- 
tion is far easier than treatment and may be 
accomplished by establishing and maintaining 
proper hydration by mouth or vein. The arti- 
ficial kidney has been used successfully in 
treating patients with hyperuricemia associ- 
ated with renal shutdown.** 


SUMMARY 


At the present time there are three classes 
of agents available which produce remissions 
with some regularity in acute leukemia of 
childhood. Cyclophosphamide, a unique alky- 
lating agent, has been shown capable of pro- 
ducing complete remissions, particularly in 
children who have responded well to the 
other classes of agents. Supportive treatment 
and management of complications have be- 
come well standardized. Data from institutions 
caring for large numbers of children with 
leukemia and that of co-operative study groups 
now show that the median survival time of the 
children who received treatment was from 9 
to 12 months and the 10 per cent survival 
time, 18 to 24 months. * *: ?* While curative 
and permanently suppressive drugs are being 
sought, a substantial number of children with 
leukemia are being well maintained clinically 
for a period of months, It is hoped that these 
children will thus be able to survive until 
more effective drugs become available. 
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Antique Equipment Donated to Restored Pharmacy 


A rare collection of eighteenth and nineteenth century pharmacy equipment, 
glassware, and ceramic jars has been presented to the recently restored McDowell 
Apothecary in Danville, Ky., by Chas. Pfizer & Co., Inc. The 180-piece collection 
of antiques includes colorful glassware of period design made by early craftsmen 
in Scotland, England, France, and the United States. Among the older pieces are 
English Delft drug jars dating back to the middle of the eighteenth century, two 
rare green carboy-shaped stock bottles made in Scotland in about 1780, and a 


massive leech jar. 


The apothecary’s shop—honoring Dr. Ephraim McDowell, who performed the 
first successful oophorectomy—was restored by the Kentucky State Medical As- 
sociation and the Kentucky Pharmaceutical Association. 
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The Child With Physical Defects 


Edward Podolsky, M.D. 


THE CHILD WITH A marked physical defect is 
subjected to many emotional stresses and ten- 
sions. The most important emotional reaction 
to a deformity is that of shame and unworth- 
iness. The victim’s plight is seldom aided by 
the attitude of his playmates, for children, 
with their natural curiosity, are apt to pay 
undue and embarrassing attention to anything 
that deviates from the norm. Other children’s 
comments on the deformity, whether these 
comments arise from sympathy or malice, are 
usually blunt. There is often a tendency to 
shun the deformed playmate or to force him 
into an inferior social position. Often nick- 
names referring to the deformed condition are 
given, and these names may cling for life. 

The common defects among children are 
harelip, cleft palate, facial birthmarks, saddle- 
nose, hunchback, webbed fingers, crossed eyes, 
disfiguring scars, crooked teeth, and contrac- 
tures resulting from burns and other causes. 
Some children are born with such disfigure- 
ments and others acquire them early in life. 
When a deformity of any degree of severity 
is present, it is important to have the most 
complete surgical restoration made at the ear- 
liest possible date. There are cases, however, 
where no presently known surgical techniques 
are of any avail, and in these cases the parent 
and the pediatrician must work closely to pro- 
tect the child as much as possible from the 
psychological effects of the disfigurement. 
Special training programs must be devised. 

Whenever possible, surgical correction of 
the defect should take place before the child 
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enters school. This is the age of the greatest 
social reaction to deformity, and it is also the 
age when the child has the greatest need for 
conformity to the standards of his group. 
Every effort should be made to protect the 
child from the misplaced witticisms and con- 
tempt of his classmates. 

The most common facial cosmetic defect 
is malformation of the nose, which may be too 
large, too bulbous, hooked, depressed with 
flaring nostrils, or misshapen in some other 
way. Depending on his emotional strength, 
the child with a “bad” nose may either laugh 
along with others, or he may withdraw from 
their company. But either way, he cannot es- 
cape the conviction that he is a freak or a 
clown. He may become shy, suffer anxieties 
and fears, and go to great lengths to conceal 
his face or avoid showing it in its most unfa- 
vorable aspect. He may develop odd manner- 
isms with his hands for the purpose of con- 
cealing his nose, may become tremulous, sus- 
picious of others, forever on guard. He may 
actually develop a paranoia in which his nose 
centers. Convinced that every person he meets 
concentrates all his attention on his nose, the 
sufferer may have an uncomfortable and quite 
devastating feeling that he is constantly ob- 
served and privately ridiculed because of the 
facial blemish. 

Such children, suffering from a nasal or 
other deformity, sometimes become limited 
and shy in their movements, in their flow of 
attention, and in their ability to react warmly 
to other children. 

The attitude of the parent is often not 
beneficial. Many parents tend to “spoil” the 
disfigured child in some way, by responding 
to the child’s complaints with inappropriate 
bursts of attention. Parents should help the 
deformed child to anticipate difficulties, under- 
stand how to handle them, and to develop 
self-reliance. 

Since the child with a defect is probably 
destined for one or more operations entailing 
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some degree of pain, he should be prepared 
for the ordeal by the parent. He should not 
be persuaded to come to the physician’s office 
or to the hospital with the false impression 
that he will not suffer physical pain or dis- 
comfort. Instead, the parent should prepare 
him for the operation by explaining exactly 
what will happen, and the reasons for it. 

The crucial effect that dental health may 
have on the emotional life of the child is not 
often understood. Sound, clean, white, and 
well-shaped teeth add much to a child’s ap- 
pearance, and thus to the child’s pride. De- 
formed, painful and scaly teeth detract from 
the child’s self-assurance, besides giving a per- 
vasive fear of pain and discomfort. Fever may 
accompany toothache, and where fever is 
absent, there may be loss of appetite, enlarged 
glands, insomnia, petulance, crying, and even 
convulsions. Lack of attention, inability to 
concentrate, and lack of interest in school 
activities may accompany dental stress. Poor- 
ly positioned and unattractive teeth bring on 
all the emotional reactions accompanying 
other disfigurements. The pain of impacted 
teeth may bring about fear, anxiety, loss of 
attention and concentration, and a general 
distress that will accentuate any previously 
existent emotional trends. 

It has been estimated that more than 10 
per cent of the loss of scholastic progress is 
incidental to dental caries, which entail fre- 
quent absence from school, mental distraction, 
and the constant fear of discomfort. Toxic 
absorption from diseased teeth may lead to a 
variety of social and behavior disturbances 
in children, showing up in general unreason- 
ableness, intractability, and revolt against 
authority. Occasionally a distinct relationship 
is noted between dental development and de- 
linquency. Adequate dental care is of utmost 
importance in childhood, not only to preserve 
the teeth for later adult life but to prevent 
emotional disorders that may remain even 
after the teeth have been properly treated. 

The greatest problems arise where the dis- 
figurement has not been dealt with surgically, 
or where surgery is of no, or limited, avail. 
When the child with an uncorrected or un- 
correctable deformity enters school, he fully 
realizes the difference between himself and 
others. Unless he has made an adequate psy- 
chological adjustment to his condition, he 
will find that he is denied the intimate friend- 
ships enjoyed by others. He will become de- 
pressed, discouraged, and lonely; and by the 


time he reaches adolescence, he will have a 
great sense of despair and a generally pessi- 
mistic view of life. With this, he will have 
acquired a number of peculiar personality 
traits, by now firmly embedded in his char- 
acter. 

Personality depends on two fundamental 
drives: one for self-expression and the other 
for conformance with accepted social stand- 
ards. When these factors coincide, an attrac- 
tive personality results. But the physically 
deformed child, while possessing the mental 
and physical faculty for self-expression, will 
find himself restrained by his deformity from 
making the personal contacts necessary for 
full expression. 

The child may react to the situation in 
various ways. He may succumb to the ob- 
stacles and accept nonexpression as his lot. He 
may withdraw into himself, becoming secre- 
tive, shy, and unable to give expression to his 
instinctual impulses and drives. Underlying 
these behavior patterns is the ever-present 
feeling of fear. Secondly, the child may de- 
velop a compensatory overabundance of self- 
expression to satisfy his injured ego, and his 
means of expression may not always be socially 
desirable. His need to divert attention from 
his defect may result in overaggressiveness. 
Again, the underlying sense of inferiority and 
fear is the motivating factor. But under the 
most propitious circumstances, the child may 
succeed in replacing his suppressed modes of 
self-expression with alternate ones of equal or 
greater merit. He will find ways of expressing 
his skills and abilities. It need hardly be said 
that this last reaction is the ideal one: the 
difficulty is in finding ways to bring about 
this healthiest of emotional reactions. 

The parent must be enlisted in helping the 
child to gain a sense of proportion toward 
and acceptance of his condition, Wherever 
possible, special training should be given, as in 
the speech training required by the child with 
a cleft palate, exercises for crossed eyes, and 
carefully prescribed gymnastics for the victim 
of bone or muscle deformities. The parents’ 
general attitude should be cheerful, not hys- 
terical or overprotective; the child should be 
assisted in adjusting his values to his condition, 
and to learn that real friendship can exist for 
him among those who will like him for his 
good qualities in spite of his deformity. 

Generally speaking, the training of the 
handicapped child must be directed toward 
feasible modes of self-expression, and in later 
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life toward trades and professions in which 
the deformity will play little or no role. The 
program must follow the lines of the child’s 
own interests and skills, and while some guid- 
ance is inevitable, the program should never 
be forced upon the child. In addition, the 
child should have constructive hobbies to 
occupy his spare time. 


Whatever type of compensatory education 
is found, the child will develop along normal 
lines if he finds one or more satisfying modes 
of self-expression to keep him busy and win 
for him the approval and recognition of others. 
Such a child will be emotionally stable and 
free from undue tensions and conflicts. He 
can then lead a happy and normal life. 





Public Apathy Bars Control of Venereal Disease 


The dangers of venereal disease have dropped sharply in the last 15 years be- 
cause of penicillin, other antibiotics, and improved case-finding methods. Never- 
theless, the Health Information Foundation reported recently, “the very successes 
recently achieved threaten to lull the public into a false sense of security about 
the future course of these diseases.” The Foundation pointed out that the rate of 
new cases of syphilis reported in this country is today less than one sixth what 
it was in 1943. New cases of gonorrhea are being reported at less than half the 
1947 rate. Despite these improvements there are still large reservoirs of these dis- 
eases. Many persons with syphilis or gonorrhea are unknown to public health 
authorities, and often the individuals themselves do not know that they are in- 
fected. The U.S. Public Health Service estimates that 60,000 new cases of syphilis 
and one million of gonorrhea are still acquired each year—and many of them are 


not reported. 
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Group Physical Education for Girls 


IMPORTANCE OF HYGIENE, UNIFORMITY, AND MORALE 


Frederic Damrau, M.D., and Adeline Maneery Damrau 


MANY OF OUR NATIONAL leaders have noted, 
and deplored, the lack of physical exercise in 
the lives of American children and youth. 
Insufficient physical activity has become an 
increasing menace to young people’s health. 

In a comparison test of the physical fitness 
of Italian and Austrian with American school 
children, the six basic Kraus-Weber tests were 
applied to 4,458 American children and 3,000 
Italian and Austrian children. The results 
showed American children to be inferior 
in physical performance at every age from 
6 to 16. 

We recently visited Italy, Austria, and Hol- 
land, where we attended many medical con- 
ventions and health clinics. In all three coun- 
tries we were impressed by the high standards 
of physical education. We were also impressed 
by the activity and physical fitness we ob- 
served in the children and young people in 
those countries. 

In Italy and Austria we saw many avid 
hikers. There are said to be more than a 
million bicycles in Amsterdam, and from our 
hotel window we saw Dutch children and 
youths pedaling their way to school. Dutch 
physicians assured us that the physical devel- 
opment of voung people there is excellent, 
and we had no difficulty in believing them. 

[his was in marked contrast to what we 
noted in the activity of young people in the 
United States. Here, we seldom see a boy on 
a bicycle, seldom witness hiking parties that 
are common in Europe. Instead children are 
taken to school in buses, and in later years 
drive to school in their own cars. Rather than 
actively participate in sports, too many child- 
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ren are content to watch sports on television. 


GROUP PARTICIPATION 


In recent years the overemphasis on com- 
petitive sports has lessened and the directors 
of physical education programs in large 
schools have not been selected from the 
coaches of major interscholastic events.’ Phy- 
sicians and physical educators agree that the 
adulation of the outstanding athletes and the 
neglect of the unskilled is to be deplored. 
All children, not merely those with special 
aptitudes, benefit from sports participation. 

We know of one young American champion 
who was applauded because “he gave his all 
for tennis.” He won a succession of important 
tournaments in spite of failing health, devel- 
oped active pulmonary tuberculosis, and spent 
several years on his back at Saranac Lake, 
N.Y. 

This attitude degrades the purpose of tennis 
and other sports. A desirable program of 
athletics for children should bring the benefits 
of active sports participation to the greatest 
possible number.* 


METHODS OF APPROACH 


Girls and boys should be considered equally 
in teen-age sports programs.® 

It has been said that for better health at 
the age of 70, preparation should be begun at 
age 7. Undoubtedly the established vogue of 
athletics and physical training for young girls 
has contributed to the remarkable increase in 
female longevity. The United States popu- 
lation census of 1950 reported that the life 
expectancy at birth for white females is 73 
vears. 

Athletic activities contribute to better skele- 
tal and muscular development. Women who 
have engaged in sports and physical culture 


1.A.M.W.A.—Vo L. 16, No. 2 





GROUP PHYSICAL EDUCATION—DAMRAU AND DAMRAU 147 


before marriage endure childbirth with shorter 
and more comfortable labors and far fewer 
complications. 

Education of the parents is the most import- 
ant method of approach. Too many mothers 
and fathers look upon physical education as 
more necessary for boys than for girls. Phy- 
sicians and physical educators must take the 
lead in promoting the group participation of 
young girls in gymnastics and athletics. 

The handling of individual cases requires 
diplomacy. Recently a girl of fourteen, with 
a very high IQ, was brought to us by her 
anxious mother. At five the child had had 
poliomyelitis, which had left the muscles of 
one leg paralyzed and atrophied. Although 
she excelled in her studies, the girl showed 
every evidence of neurotic frustration. 

“I want to be like the other girls,” she told 
us. “I want to play tennis.” 

“Tennis!” screamed her mother. “Don’t you 
know vou've had polio?” 

We persuaded the mother to allow the girl 
to enter a tennis club. Because of her superior 
intelligence, she developed a fairly good ten- 
nis stvle, enjoved her game, and made many 
friends on the courts. She was no longer 
frustrated. This case history suggests that 
handicapped girls are especially in need of the 
physical and psychological benefits of ath- 
letics and gymnastics. 


tHE PROPER ATTIRE 

Female style consciousness is lifelong, and 
the athletic girl has a deep psychological need 
to look nice. The one-piece gym suit, in a 
variety of attractive colors, meets most re- 
quirements. At many leading clubs the white 
suit is traditional for wear on the courts. The 
same color and design for all girls participating 
is usually mandatory, thus creating a feeling of 
group identity and eliminating dress competi- 
tion. Educators agree that pride in the group, 
rather than an attempt to stand out above the 
other participants, is of psychological impor- 
tance in athletics. 

Gym suits should be functionally designed 
so that maximum freedom of action is com- 
bined with a smart appearance. 

Above all, the gym suit must be freshly 
laundered and ironed at all times. The girl 
who appears in the gymnasium or athletic 
arena in a soiled gym suit feels inferior, and 
her consciousness of an untidy appearance 
may cause her to lose interest in the game. 
The best way to keep immaculate during ath- 


J.A.M.W.A.—Fesruary, 1961 


letic activities is to wear a gym suit only once. 
The “wash one, wear one” pack, twin gym 
suits available in a plastic bag, enables the 
athletic girl to meet this requirement. 

It has become common practice, approved 
by gynecologists, for girls and women to 
continue athletics and gymnastics during their 
menstrual periods.® Sports can be a valuable 
aid in the therapy of menstrual disturbances, 
particularly dysmenorrhea.’ 


IRRITATION AND CONTACT DERMATITIS 


Intertrigo is a common aftermath of wear- 
ing soiled gym suits during hot weather. The 
most common locations are in the crotch and 
the folds of the buttocks. In active sport par- 
ticipation friction with a soiled garment may 
be especially severe and lead to irritation. * To 
prevent or treat chafing, personal cleanliness, 
fresh lingerie, and the use of a clean gym suit 
for every wearing are of the utmost impor- 
tance. 

Cotton is the best fabric for sportswear. 
Wool has been found to cause a common der- 
matitis in members of the armed forces, with 
eruptions the same as those of eczema and 
contact dermatitis.’ Itching, hives, and ery- 
thema are noted by many women when 
woolen garments come in contact with the 
body. 

Nylon interferes with the evaporation of 
perspiration, leaving the skin clammy, and 
often causes sensitization with contact derma- 
titis. *® Allergic reactions to orlon and dacron 
with severe pruritic dermatitis have also been 
reported. " 

Finally, group physical education for girls 
should be properly supervised with respect to 
sanitary protection, uniformity of attire, and 
the morale of group participants. 


SUMMARY 


1. Due to the inactive American way of life 
and the coddling of juniors, the physical fit- 
ness of our children is inferior to that of 
Italian, Austrian, and Dutch children. 


2. Physical education and athletics for large 
groups of girls, not the grooming of a few 
champions, are needed to improve the fitness 
of American womanhood, 


3. The unique concept of “wash one, wear 
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one” packs has led to the development of twin 
gym suits of identical color, design, and size. 
This practice, if adopted by physical edu- 


cators generally, will provide better sanitary 


protection, uniformity, and morale for girls 
engaged in group gymnastics and athletics. 
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Decrease in Death-Rate Differences By Sex and Color 


Statistics on deaths in the United States during 1959 have been announced by 
the Public Health Service. Over the past decade, the difference in the death rate 
by sex in the white population has remained relatively unchanged (36 per cent 
higher for males than for females in 1950; 37 per cent higher in 1959). For non- 
whites, however, the difference has increased: Rates for males were 26 per cent 
higher in 1950; 30 per cent higher in 1959. 

The differences between death rates by color have become considerably smaller 
over the same period. Among males, a 15 per cent lower rate for the white group 
in 1950 decreased to a 4 per cent difference in 1959. Among females, a difference 
of 24 per cent in 1950 had decreased to 9 per cent in 1959. 


).A.M.W.A.—Vo t. 16, No. 2 


acts tiie 


at eremeeton 








Dr. Ward Darley, President of the Association of American Medical Colleges, 
has said of the medical manpower shortage in the United States: “The crisis we 
are approaching is the most serious that medical education has faced since the 
Flexner Report.” 

Time magazine, in a recent article that stressed the need for at least a 40 per 
cent increase in medical school graduates during the next decade or two, explored 
possible solutions to the problem. Slight hope was seen in “automation with punch 
cards and computer diagnoses.” Some hope was seen in the junior college move- 
ment, the two year schools, and other efforts to accelerate medical education. No 
reference was made to the most obvious solution—opening wider the gates of 
our medical schools to qualified women students. 

Elizabeth Blackwell first pushed those doors open, but when she graduated in 
1849 from the medical college in Geneva, N.Y., her alma mater immediately 
voted to admit no more women. In the intervening century the doors have 
remained ajar, but only ajar. 

For many years, the ratio of women to men among medical school graduates 
has remained steady at about one in twenty. During World War II, the ratio 
rose briefly to one in 10, but the gain was not held. 

It is, of course, natural to ask not merely how many women succeed in 
entering medical school, but also how well they do after they are admitted. Last 
year, 12 women students led their medical school graduating classes. This is 
three times as good a record as might have been expected from the enrollment 
ratios. Furthermore, a larger proportion of women than men medical students 
appeared in the top 10 per cent of graduating classes. Incidentally, almost half 
of all women medical students were married, and of this group about one third 
had children. 

The excellent academic record of women medical students is most pertinent, 
because the medical manpower problem is one of quality as well as quantity. A 
decade ago, 40 per cent of applicants for medical schools were straight A students; 
this figure has now dropped to 16 per cent. A decade ago, 3.5 students applied 
for each student accepted by a medical school; this ratio has now been cut in half. 
The diminishing academic quality is further reflected by increasing drop-outs, 
it is reported that in New England medical schools alone there are now 40 
vacancies in third year classes. 

In several countries, the ratio of women physicians is higher than in the 
United States. The most dramatic contrast is between the United States and 
Russia, where fully 75 per cent of all physicians are women. Presumably, this 
reliance upon women has contributed to the overall proportion of physicians in 
the population, now reported as being 164 per 100,000 in Russia, as opposed to 
140 in the United States. 

(Continued on following page) 
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American medical manpower would have declined still further had it not 
been for the influx of foreign physicians in the postwar years. One quarter of 
all residents and interns in the United States are aliens. The future availability 
of this source of supply is open to question. 

Many of the old arguments against women in medicine have been disproved 
by experience. Nine out of 10 women medical school graduates remain in the 
profession, the same ratio as with men graduates; family responsibilities do not 
interrupt their careers to the extent that has been claimed. The cost of training 
women in medicine has been justified by their record of service. 

While the physician manpower shortage is creating universal concern in this 
country, the supply of professional nurses has increased and is expected to 
continue increasing at a gratifying rate. The proportion of nurses has been 
raised by over 50 per cent in the last 30 years; the proportion of physicians has 
remained almost unchanged. 

The simple fact is that girls with medical leanings are encouraged from high 
school age on, to enter nursing rather than medicine. The growing number of 
nurses who complete postgraduate training and the steady increase in the 
collegiate component of all nurses’ training suggest that there is a significant 
reservoir of potential women physicians who have been diverted to nursing in 
this country. 

The skyrocketing cost of medical education and the tremendous problem of 
building, staffing, and endowing needed new medical schools have been put 
forward as the basic impediments to solution of the American medical manpower 
crisis. But the attraction of other professions and the lure of business careers 
will continue to accentuate the qualitative problem, so clearly indicated by the 
number and type of male applicants now seeking admission to our medical 
schools. More money and more buildings will not reverse this trend. 

Opening the doors wider to women can reverse this trend. During World War 
II, we doubled the proportion of women in our medical schools. This should be 
our minimum goal for the 1960’s. (Guest Editorial, in Massachusetts Physician, 
19:124-126 (passim), Jan., 1961.) 
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Visiting the Home of an 


Elizabethan Physician 


Beatrice Levin 


LINKED CLOSELY WITH the Shakespearean 
properties in Stratford upon Avon is Hall’s 
Croft, just a few minutes’ walk from Shake- 
speare’s birthplace. Here Dr. John Hall is said 
to have carried on an extensive practice that 
included attendance on royalty as well as 
medical care for his friends and neighbors. 

In 1607 Shakespeare’s daughter, Susanna, 
was married (very happily) to the Stratford 
physician, John Hall. Shakespeare spent many 
a long evening before the hearth discussing 
medical knowledge with his son-in-law in the 
handsome, half-timbered house with its lovely 
walled garden. His plays of this period reveal 
newly added references to the role of the 
physician. When Lady Macbeth’s maid is re- 
luctant to tell the doctor about the Queen’s 
sleepwalking, the doctor admonishes: “You 
may to me, and ‘tis most meet you should.” 

Dr. Hall’s dispensary, a long narrow apart- 
ment at the end of the parlor, is lit by small 
windows looking out on lovely formal gar- 
dens. The dispensary is furnished in the style 
of an Elizabethan consulting room, complete 
with apothecaries’ jars for medicines, white, 
lettered in blue. The jars contained pills, 
herbs, herbals, and mortars and pestles. On 
the walls are drawings of the old instruments 
of the period. They have not changed much, 
one easily recognizes the forceps, the scalpels, 
and the daily tools of the Elizabethan phy- 
sician. 

Dr. Hall’s casebook lies open, and one reads 
of “A child of Mr. Walkers of Ilmington, min- 
ister, aged six months, afflicted with the fall- 
ing-sickness, by consent thus freed. First, I 





Mrs. Levin, of Tulsa, Okla., studied 
at the Shakespeare Institute in Stratford 
upon Avon, England, during the summer 
of 1959. 











J.A.M.W.A.—Fesruary, 1961 


151 


caused pieces of piony root to be hanged 
about the neck; when the fit afflicted I com- 
manded to be applied with a sponge to the 
nostrils the juice of rue mixed with white 


wine vinegar... the hair was powdered with 
the powder of the roots of piony... Thus 
the child was delivered from all its fits.... 


“Mrs. Kempson being for many days and 
nights cruelly tormented with a hollow tooth, 
and had used many medicines, as also charms, 
and vet not profited, came running to me, to 
who I prescribed the following water: water 
of corn poppy two ounces; oil of vitriol so 
much as made it sharp being well mixed. 
There was dipped in it lint and applied.... 

“Elizabeth Hall, my only daughter, was 
vexed with tortura oris [sic] or the convulsion 
of the mouth.... In the beginning of April 
she went to London and ...took cold.... 
The neck was fomented with aqua vitae, in 
which was infused nutmegs, cinnamon, cloves, 
pepper. She ate... nutmegs often.... 

“Dr. Drayton, an excellent poet, labouring 
of a tertian, was cured by the following: the 
emetic infusion one ounce, syrup of violets 
a spoonful... .” 

At the back of the hall, the physician’s 
kitchen is furnished with kitchen utensils, 
fireplace andirons, and furniture, which give 
an excellent picture of the cooking and eating 
arrangements of his time. 

Unlike many Tudor homes in Stratford, 
Hall’s Croft has a spacious entrance with a 
floor of blue-grey stone flags. The aged, dark- 
ened beams of the walls and ceilings and a 
seventeenth century fireback and extended 
grate stand together as a_ beautiful back- 
ground for the fine pieces of Tudor and Ja- 
cobean furniture. 

Little has been written about Dr. John Hall, 
although he was one of the best-known fig- 
ures in seventeenth century Stratford. He was 
the son of a Bedfordshire doctor and he stud- 
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ied as Queens’ College, Cambridge, and took 
his degree of Master of Arts in 1597. He 
studied abroad and about 1600 settled in 
Stratford upon Avon and established his prac- 
tice. 

Since Warwick Castle is not far from Strat- 
ford, Dr. Hall may have treated and cared for 
the noble Warwicks. He is known to have had 
a large, fashionable medical practice not only 
in town but in the neighboring counties. A 
man of character and originality, he was ad- 
mired by his colleagues. 

At the head of the Jacobean staircase of 
striking design is a small landing, from which 
you may see one of the original windows of 
the house (now unglazed but complete with 
mullions). A small bookshop has been set up 
on the landing where, for one shilling, you 
may buy a pamphlet about the “Home of 
Susanna Shakespeare” by Levi Fox, director 
of Shakespeare’s Birthplace Trust. In it, Fox 
has written: “Judged by modern standards, 
Dr. Hall’s remedies are crude and of no value; 
but there is ample evidence to show the high 
esteem in which he was held by his patients, 
both rich and poor.” 

Another book that attracted my attention 
at the Hall’s Croft display was “Delightes for 
Ladies,” one of the earliest cookery and house- 
hold recipe books, “To adorne their Persons 
Tables Closets and Distillatories, by Sir Hugh 
Plat, Reprinted from the original text of 
1609.” An Elizabethan medical authority, Dr. 
Anthony Boorde, is quoted, “Iwo meales 
a day is sufficient for a resting man; and a lab- 
ourer may eate three times a daye; and he 
that doth eate often, lyveth a beestly lyfe.” 

The book explains: “The medicine chest 
(of Elizabethans) had to be well provided, 
and it was as a textbook of the methods of 
making the potions . . . that ‘Delightes for 
Ladies’ was written.” 

Good huswives provide, ere an’ sickness do 
come, 


Of sundry good things, in her house to have 
some. ... 


Dr. Boorde believed that water “is not 
wholesome, sole by itself, for an Englysshe 
man,” and so vast quantities of beer were 
brewed and cider was common, while the 
“receipt” books suggested all kinds of drinks 
made from cultivated and wild fruit. Even 
today in England, if you want water served 
with your meals you must ask for it, and it 
comes lukewarm from the tap, if you get it 
at all. 

Mrs. Levin: May I have some water? 

Waitress: We have ale, lager, and beer. 

Mrs. Levin: Well, may I have some water? 

Waitress: We have mineral water, wine, 
spirits. 

Mrs. Levin: 1 would like a glass of water. 

In due course the glass of warm liquid ap- 
peared. It was about 80 F outside. 

Mrs. Levin: I don’t suppose I could have 
some ice in it? 

Waitress: Oh, no, Madame, it would only 
melt. It’s such a hot day. 





Hall’s Croft, Stratford upon Avon, England. 
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On page 777 of the August 1960 issue the JoURNAL oF THE AMERICAN Mepicai WoMEN’s 
AssociATIon published a request for medical books for the Kansai Medical School, Moriguchi, 
Osaka, Japan. Physicians reviewing books for THe JourNat and readers of THe Journat re- 
sponded to this appeal. At Christmastime we received the following letter: 


We have recently received the medical books you donated to our school. 
We wish to express our great appreciation for the kindness and friendship 
which you extended to us through Prof. Ohara’s good offices. 

Because of your generosity, our school library has been much repleted and 
is now well enough provided to establish a graduate school. 

We shall long remember the kind gift of these precious books. 

If at any time we can be of service to you in our country, please, do not 
hesitate to call upon us. 


Faithfully yours, 

(Signed) Kikau Ogiu 

President of Kansai Medical School 
(Signed) Tadaki Matsumura 

Chief Librarian of Kansai Medical School 
(Signed) Kazue Ohara 





oneal 
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Kansai Medical School. Front Row, Left to Right: Miss T. Okada, Librarian, Dr. T. 
Matsumura, Chief Librarian; Dr. K. Ogiu, President; Dr. K. Ohara, Professor of Dermatology; 
Dr. M. Morita, Professor of Pharmacology; Dr. E. Inoue, Head of Central Laboratory, and 
Mr. Z. Kido, Librarian. 


*“Thank you,” in Japanese. 
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Of Special Interest 


HONOR BIOCHEMIST AT RETIREMENT 


Sister Hilary Ross, a biochemist known in- 
ternationally for her laboratory research on 
leprosy, was honored by Leroy E. Burney, 
Surgeon General of the U.S. Public Health 
Service, on the occasion of her retirement 
after 37 vears of duty at the national leprosa- 
rium at Carville, La. A certificate was pre- 
ented to Sister Hilary, citing her for outstand- 
ing contribution to the care and welfare of 
patients with leprosy and for dedicated effort 
in developing and communicating new know- 
ledge on this disease. 

Also competent in photography, Sister Hil- 
ary’s accumulated photographic records are 
used in evaluating progress in the treatment of 
leprosy. An exhibit of her clinical photo- 
graphs showing the results of sulfone therapy 
in leprosy won a silver medal for the Carville 
hospital at the 1957 Convention of the AMA. 

Sister Hilary, a member of the Daughters 
of Charity of St. Vincent de Paul, is now in 
Japan organizing ancillary medical services in 
a hospital now under construction for crip- 
pled children. 


LONG WAITING LIST FOR “HOPE” SERVICE 


HOPE I, the first American hospital ship of 
a proposed group of three, has a waiting list 
of more than 200 volunteers in the medical 
and allied professions, it was announced re- 
cently by Dr. William B. Walsh, President of 
Project HOPE. He noted the technical skill, 
maturity, and command of languages of the 
volunteers, and added, “We know they are 
compassionate and aware of the problems of 
the world, because they are giving up estab- 
lished practices and the comforts of the high- 
est standards of living on earth. These are 
our magnificent Americans, and they will 
serve as our best examples of the opportunities 
of our way of life.” 

Now in Indonesia at the invitation of that 
country, the HOPE ship has “scored a point 
for our side in the cold war,” according to 
Dr. Walsh. Noting that even Premier Khru- 
shchev of Russia was aware of the positive in- 
fluence of HOPE, he said that the Premier 
“found that he had to do something too, so 
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he promised to build a hospital for the In- 
donesians.” 

The first team of ten medical volunteers is 
already aboard the HOPE I, supplementing 
the regular medical crew. The second team 
left recently to join the ship. HOPE II for 
Africa and HOPE III for South America will 
be ready in another year, if public support 
permits. 


CHRONIC CONDITIONS LIMIT ACTIVITY 


About one out of every ten Americans must 
limit his normal activities due to a chronic 
condition, it was reported recently by the 
U.S. Public Health Service. 

A comparison of figures on the basis of 
family income shows that where there is less 
money (under $2,000 a vear) there is propor- 
tionately three times as much activity limita- 
tion as in families with over $7,000 a year. 
The rates were, respectively, one of five per- 
sons and one of fifteen persons. 

No significant differences in limitations of 
activity and mobility were noted among res- 
idents of urban, farming, and rural nonfarm- 
ing areas. 

The list of chronic conditions used in the 
National Health Survey interviews included 
asthma, tuberculosis, rheumatic fever, heart 
disease, hemorrhoids, ulcers, diabetes, epilepsy 
or convulsions, spinal disease, cancer, and 14 
other conditions. 


GOVERNMENT AID FOR MEDICAL CARE 


More than half the adult population favor 
government help in obtaining low-cost medi- 
cal and hospital care, and about one in three 
believes that present government activity in 
this area should be increased, according to re- 
cent studies of public attitudes on these sub- 
jects. 

High income, high occupational status, and 
lengthy formal education are all associated 
with opposition to government participation 
in low-cost hospital and medical care. Repub- 
licans are more likely than Democrats to op- 
pose government aid, but even among the for- 
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mer, more people support the idea of govern- 
ment assistance than oppose it. 

As the authors of the study noted, “There 
is a tendency for political ‘conservatism’ to in- 
crease with age”; yet “older persons who 
might otherwise favor a smaller role for gov- 
ernment in general make an important excep- 
tion to this principle when it comes to financ- 
ing medical care costs.” 

A free copy of the report of the studies, 
both conducted by the University of Michi- 
gan, may be obtained from the Subcommittee 
on Income Maintenance and Social Security 
of the Co-ordinating Committee on Social 
Welfare Research, Frieze Bldg., Ann Arbor. 


STATE FRANCHISE FOR HOSPITALS 


State franchising of hospitals, such as is 
done for banks, may be one answer to the 
problem of increasing hospital costs and use, as 
was suggested by Mr. Ray E. Brown, Super- 
intendent of the University of Chicago 
Clinics and former President of the American 
Hospital Association. Greater use of the hos- 
pital regional planning mechanisms in the 
Hill-Burton Hospital Survey and Construc- 
tion Act of 1946 was mentioned as another 
solution by Mr. Walter J. Rome, Executive 
Director of Children’s Hospital, Pittsburgh. 

The two authors, writing in the Jowrnal of 
the American Hospital Association, indicated 
that part of the reason for the increasing cost 
of hospital care is that many hospitals are too 
small to function efficiently or are located in 
areas where they do not receive maximum us- 
age. 

Regional planning and pooling of hospital 
resources would overcome some of the prob- 
lems, if necessary leverage for enforcement 
were provided. This could be accomplished 
through a system of state franchising boards, 
which would permit construction or expan- 
sion of hospitals only in areas where they 
would receive maximum and most efficient 
use. 

Since the idea of “governmental control in 
any form is repugnant to all of us who are 
dedicated to the voluntary way of life and 
our voluntary system of hospitals,’ Mr. 
Brown said, the franchising system offers the 
best means of solving the problem of hospi- 
tal distribution and utilization, while doing 
the “least damage” to the values of the vol- 
untary system. 
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Mr. Rome, President of the Hospital As- 
sociation of Pennsylvania, pointed out what 
the Hill-Burton Act has already accom- 
plished: hundreds of construction or expan- 
sion projects started or completed; a statisti- 
cal system set up for measuring bed needs; 
advancements made in hospital design; re- 
search in hospital administration stimulated. 
He contrasted this with the failure to imple- 
ment the concept of a co-ordinated voluntary 
hospital system on a regional basis. Since hos- 
pitals have recently had experience in work- 
ing together through hospital councils, this 
concept should be expanded into citizen-run 
regional planning groups, supervised by state 
Hill-Burton agencies and financed under the 
Act, Mr. Rome said. 


NORWEGIAN WOMEN 
IN PUBLIC HEALTH 


In Norway, due to the radical decrease in 
the incidence of tuberculosis, the number of 
sanatoriums operated by the Norwegian Wo- 
men’s Public Health Association recently was 
reduced from 40 to 5. Until then the Associ- 
ation’s main work for 60 years had been fight- 
ing tuberculosis; now its attention is being 
concentrated on other problems—cancer, 
rheumatism, and cerebral palsy in children. 
The Association holds mass examinations to 
detect early cancer, operates two hospitals for 
rheumatic patients, one rheumatism institute 
and two physical therapy clinics, and has five 
nursing homes for palsied children. Other 
institutes are “sick hotels” for modified out- 
patient care, maternal and child hesIth centers, 
and nursing homes for persons suffering from 
senile dementia. 


CHILDREN’S BOOKS ABOUT ILLNESS 


“Michael Gets the Measles,” “Peter Gets the 
Chickenpox,” and “Dear Little Mumps 
Child,” all with illustrations and verses, are 
the literary products of a physician mother, 
Dr. Marguerite Rush Lerner. A typical verse 
humorously compares measles rash with 
chickenpox, to the detriment of the latter, 
which is described as “scratchy-scritchy.” The 
books are published by Medical Books for 
Children, Minneapolis. ; 

Dr. Lerner and her husband, Dr. Aaron B. 
Lerner, both professors at Yale University 
School of Medicine, have four young sons. 











Opportunities for Women in Medicine 


AWARDS 


Essay on Psychoanalysis. The Association 
for the Advancement of Psychoanalysis has 
announced the annual Karen Horney award, 
a prize of $150 for a paper deemed to have 
contributed significantly to the furtherance of 
psychoanalysis. Entries should be forwarded 
to Louis E. DeRosis, M.D., Chairman, Karen 
Horney Award Committee, 815 Park Ave., 
New York 21, N.Y., no later than Oct. 31, 
1961. 


CAMP PHYSICIAN 


Established Vermont girls’ camp, July and 
August, or either—$900 for full season. Write 
Herbert Brill, 50 Broadway, New York City 4. 


MEETINGS 


Goiter. The American Goiter Association, 
Inc., will hold its next meeting May 3-6 in 
Philadelphia. For information Dr. John C. 
McClintock, Secretary, may be contacted at 
702 Madison Ave., Albany 8, N.Y. 


Gynecology. The next meeting of the 
American Gynecological Society is scheduled 
to be held in Colorado Springs, Colo., May 
29-31. Information may be obtained from the 
president of the Society, Dr. Albert H. Ald- 
ridge, 899 Park Ave., New York 21, N.Y. 


History of Medicine. The American Assoc- 
iation for the History of Medicine will meet 
in Chicago, May 18-20. Information is avail- 
able by contacting Dr. John B. Blake, Sec- 
retary- Treasurer, c/o Smithsonian Institution, 
Washington 25, D.C. 


Orthopsychiatry. The thirty-eighth annual 
meeting of the American Orthopsychiatric 
Association will be held at the Hotel Statler- 
Hilton, New York City, March 22-25. Ap- 
proximately 5,000 persons, representing the 
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fields of psychiatry, psychology, psychiatric 
social work, education, and nursing, plus in- 
terested laymen, are expected to attend, For 
details of the meeting write Marion F. Lang- 
her, Ph.D., American Orthopsychiatric Assoc- 
iation, 1790 Broadway, New York City, 19. 


Pediatrics. The American Pediatric Society 
plans to meet in Atlantic City, May 2-3. In- 
formation may be obtained from Secretary 
Conrad M. Riley, Denver General Hospital, 
Denver 4. 


Physicians. The American College of Phy- 
sicians will next meet May 8-12 in Miami 
Beach, Fla. For information the executive 
director, Dr. Edward C. Rosenow, Jr., may 
be contacted at 4200 Pine St., Philadelphia 4. 


Sterility. The American Society for the 
Study of Sterility will meet in Miami Beach, 
Fla., April 21-23. Information may be obtained 
from Dr. Herbert H. Thomas, 920 S. 19th 
St., Birmingham 5, Ala. 


SCHOLARSHIPS 


Medicine. The National Foundation is offer- 
ing health scholarships in medicine to college 
undergraduates accepted by an AMA-ap- 
proved school for admission in the fall of 1961. 
Students already possessing baccalaureate de- 
grees and those already enrolled in medical 
school are not eligible. The scholarships may 
be used for any educational expense. Scholar- 
ships are also being given to selected college 
sophomores interested in studying medical 
social work. Further information and appli- 
cation forms for both types of scholarship 
may be obtained from The National Found- 
ation Health Scholarships, 800 Second Ave., 
New York City 17, or from any local 
National Foundation chapter or from the dean 
or scholarship official of the student’s college. 
Completed application forms and all other 
required credentials must be mailed to The 
National Foundation Health Scholarships 
office by April 1. 
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News of Women in Medicine 


Among the women physicians speaking at 
the thirty-third scientific sessions of the Amer- 
ican Heart Association meeting in St. Louis in 
October were the following: Vicroria A. 
Brapess, Valhalla, N.Y.; C. Joan Cocein, Los 
Angeles, Calif.; Harrier P. Dusran, Cleve- 
land, Ohio; JuNe M. FisHer, Iowa City, Ia.; 
Anna J. Hauck, Boston, Mass.; Barsara S. 
HeELMsTETTER and Etotse E. Jonnson, Chic- 
ago; Dera Kinsey, Boston; Grace M. Rorn, 
Albuquerque, N.M.; and Caro.tne B. THom- 
as, Baltimore, Md. 


SisteER Mary Licourt Cantuin, M.D., of 
the class of 1950 of Women’s Medical Col- 
lege of Pennsylvania, is the first nun of her 
order—the Sisters of Mercy—to be certified 
by the American Board of Surgery. 


Dr. Heten Dorsey, of Hampton, Va., is 
now serving as president of the Hampton 
Medical Society. 


Dr. THELMA Dunn of Washington, D.C., 
has been elected vice-president and president- 
elect of the American Association for Cancer 
Research. 


Dr. Arice L. Garretr reported findings 
observed in a series of 79 spinal fusions at the 
Rancho Los Amigos Hospital in Hondo, Calif., 
to the Academy of Orthopedic Surgeons in 
Chicago. Among the favorable results reported 
by Dr. Garrett and her associates, Dr. Jac- 
QUELINE Perry and Dr. Vernon L. Nickel, 
were the following: improved respiratory 
function and upper- and lower-extremity ac- 
tivity, reduced fatigability, greater endurance, 
and decrease in respiratory infections. 


Dr. RutH GraHaM of Roswell Park Me- 
morial Institute, Buffalo, N.Y., speaking to the 
Inter-Society Cytology Council of Chicago, 
reported on the use of the vaginal smear in 
predicting survival of cervical cancer patients 
receiving radiation therapy. She said that 
such smears have aided recognition of post- 
radiation recurrence of cancer before clinical 
symptoms are evident. 


Dr. Heten M. Gray was recently ap- 
pointed to the faculty of the University of 
Louisville School of Medicine as an associate 
in Child Health and assistant professor of 
Psychology. 
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Dr. Portia G. Hotman of the Elizabeth G. 
Anderson Hospital, London, reported on pat- 
terns of enuresis to the first European Con- 
gress on Orthopsychiatry. 


The story of Dr. Harrier Jonn was told 
recently by her great-great grandson, Dr. C. 
Howard Ross, of Ann Arbor, Mich. Born 
before the end of the eighteenth century, she 
read medicine for two years, served as a 
medical apprentice for two more, and in 1813 
was granted a medical license by the State 
of Ohio—itself barely a decade old. 

The first surgical text written in America 
was in her library. Its author was John Jones, 
its date prerevolutionary. Dr. John practiced 
in an era before the stethoscope and anes- 
thesia were known in this country, and for 
many years before Elizabeth Blackwell re- 
ceived her history-making M.D. degree from 
Geneva Medical College in 1849. 

As an old woman she took her grand- 
daughter with her on rounds, and the latter 
passed her reminiscences on to her grandson. 


Dr. MaArGARET ANN LIVINGOOD is the new 
assistant medical director of the Frontier 
Nursing Service in Wendover, Ky. 


Dr. Eucenta Sacerpote Dr Lustig of Ar- 
gentina reported her findings of experiments 
with chick embryos to the first Latin Amer- 
ican Conference on the Early Diagnosis of 
Cancer, held earlier this year in Bogota, Co- 
lumbia. Also addressing the conference was 
Dr. GraciELLA Leyton De Crovetro of 
Chile. She spoke on differentiation of pro- 
teoses. 


Dr. Doris Rome was one of three phy- 
sicilans reporting to the thirty-fifth Anniver- 
sary Congress of the Pan American Medical 
Association on a direct relationship between 
incidence of abortion and percentage of clus- 
tered eosinophilic, karyopyknotic superficial 
cells seen in vaginal smears taken during preg- 
nancy. 


Dr. Heten M. H. Ryan of Philadelphia has 
been elected to the presidency of the Penn- 
sylvania Physicians’ Art Association for 1960- 
1961. Dr. ALMA Dea Moranl, also of Phila- 
delphia, is serving on the Board of Directors 
as first vice-president. Dr. Morani was among 
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the first and third place winners in the recent 
annual exhibition of the Pennsylvania Physi- 
cians’ Art Association. Dr. Frances M. Tri- 
BoLeTt1 of Chester, Pa., earned second place 
and honorable mention awards. 


Dr. Craire F. Ryper, President of the 
AMWA, presented a paper, “Today’s Chal- 
lenge—An Aging Population,” at the 1960 an- 
nual meeting of the American Dietetic Associ- 
ation. 


Dr. SetMa E. SNYDERMAN, Associate Pro- 
fessor of Pediatrics at the University Hos- 
pital, New York University Medical Center, 
New York City, is one of four investigators 
to be working under a $234,383 grant award- 
ed by the John A. Hartford Foundation for 
the study of the causes of eczema in infants. 


Dr. Anna L. SoutTHAM, obstetrician at 
the Columbia-Presbyterian Medical Center in 
New York City, presented a paper on the 
management of dysfunctional uterine bleed- 
ing in adolescence at a recent meeting of the 
Columbia-Presbyterian Medical Society. An 
interview based on Dr. Southam’s study is 
being published in a Roche Report. 


Dr. Herta Spencer of New York City 
spoke on “Radiostrontium Metabolism in 
Man” at the 1960 annual meeting of the 
American Dietetic Association. Dr. Spencer is 
in charge of research in neoplastic diseases at 
the Montefiore Hospital in New York. 


Dr. Dororny A. Starr has been appointed 
chief of the Adult Mental Health Division, 
Bureau of Mental Health of the District of 
Columbia. 


Dr. Katuryn L. STEPHENSON, a plastic sur- 
geon in Santa Barbara, addressed the Cali- 
‘ornia Society of Plastic Surgeons in May, 
1960. 


Dr. SopuHte Trent of Meriden, Conn., was 
commissioned Lieutenant Colonel in the Med- 
ical Corps of the U. S. Army Reserves, the 
only woman to hold that rank in Connecticut. 


Dr. Jo ANNE Whuiraker of the Texas 
Southwestern Medical School reported to the 
American Pediatric Society meeting on a 
technique using fluorescent-antibodies to de- 
tect pertussis organisms. The meeting was 
held in Swampscott, Mass. 





Branch News 


Brancw Two, Cuicaco, ILLtiNots, is spon- 
soring a contest for original research papers 
by residents, interns, and senior medical stu- 
dents in the Chicago area. Both men and wo- 
men are eligible for the cash prizes of $100 
and $50. The winner will be announced at the 
April 12, 1961 meeting commemorating the 
ninety-fifth anniversary of the founding of 
the Mary Thompson Hospital. 





ERRATUM 


On page 1173 of the December, 1960, issue of THe Journat, Fig. 3 Right is before 
roentgen-ray therapy and Fig. 3 Left is after therapy. 


J.A.M.W.A.—Vot. 16, No. 2 
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qust pour powder 
from 
one packet 


a 
each packet 
is equivalent to 
one rounded teaspoonful 
of Metamucil powder 


- 
all the advantages 
of smoothage therapy 
in the relief and 
correction of constipation 


it’s new 
INSTANT MIX 


METAMUCIL 


add cool water 
slowly 

...at’s instantly 
mixed 


6 
stimulates normal 
peristalsis 


. 
keeps stools soft and 
easy to pass 


a. 
induces natural elimination 


os 
promotes regularity 


ss 
avoids harsh laxatives 
or purgatives 


it’s new 
INSTANT MIX 
METAMUCIL 
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its effervescent 


METAMUCIL 


(brand of psyliium hydrophilic mucilloid) 


convenient, 
premeasured- 
dose packets 


delightful, mild 
lemon flavor 


Chicago 80, Illinois 




















“I’ve lost 
twelve pounds, 

Doctor. 

Now, may | start eating...?” 








“crash diets” 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, “fad diets” are not the 

answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet” program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 

the outstanding appetite suppressant, d-amphetamine, balanced with 
the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


he lps them 
lo he lp themselves 
to less! 


meprobamate with d-amphetamine sulfate Lederle TABLETS 


BAMADEX Tablets: Each coated tablet (pink) contains: d-amphetamine 
sulfate, 5 mg.; meprobamate, 400 mg. dosage: 1 tablet one-half to one hour 
before each meal. Higher dosage may be required in certain cases. 

precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who 

are severely hypertensive. supplied: Bottles of 100 and 1,000. 


LEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 













his first cereal... 


like his first formula...needs your guidance 


PABLUM 





mother looks to you 


Baby’s first cereal can be his introduction to adult eating—an experience 
which can help set good eating habits for the rest of his life. Mother 
looks to you for help in making the right diet choices for her infant. Your 
advice is as important as it was when you prescribed his first formula. 


meets baby’s needs at this critical point 

PABLUM brand cereals are formulated especially to fill the infant’s 
needs for important minerals—especially iron—and for proteins, vita- 
mins, carbohydrate, and calories. Available in five varieties—Rice, 
Mixed, Oatmeal, Barley, and High Protein—PABLUM cereals are 
highly useful in taste training. 


your assurance of nutritional excellence 

Mead Johnson applies the same rigorous controls to the manufacture 
of PABLUM cereals as it does to its other nutritional products and its 
pharmaceuticals. Your specification of PABLUM is assurance of sound 


nutrition in cereals for your patients’ first few years. 


Specified by physicians for nearly 30 years. 


Mead Johnson 


Symbol of service in medicine 
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AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
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Check membership desired: 


(1 Life-Dues $200 (May be paid in two installments in two consecutive years) 
(1 Active-Dues $10 per annum (Branch dues not included in active membership dues and are 


payable to branch treasurer) 
[] Associate-No dues 


C] Junior-No dues 


(1 Affiliate-Dues $5 per annum 
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FORTY-EIGHT, 
NORTHWEST INDIANA 
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Secretary: Ellen K. Cohen, M.D., Hebron. 
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President: Duvahl B. Ridgway, M.D., 108 Professional 
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Secretary: Pauline Davis Carmichael, M.D., 3039 Wil- 
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FIFTY-FOUR, ALASKA 
President: Gloria K. Park, M.D., 2502 E. 20th, An- 
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Secretary: Yurn Ock Dunn, M.D., 1221 15th Ave., 
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President: Anne L. Hendrichs, M.D., 2925 Poinsettia 
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Secretary: Billie La Motte, M.D., Medical Building, 
Fifteenth Street, Augusta. 
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and chairmen as soon as possible to American 
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CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article I, Section 3A. A woman is eligible for Active Membership if she holds the degree of Doctor of Medicine 
from an accredited medical school, who is a citizen and resident of the United States, and who is in good pro- 
fessional standing. 


Article I, Section 5. A woman is eligible for Associate Membership if she is an intern, resident-in-training, fellow, 
or physician in the first year of practice. She does not pay dues. 


Article I, Section 6. A woman is eligible for Junior Membership if she is a student at an accredited medical 
school in the United States. She does not pay dues. 


Article I, Section 7. A woman may be granted Affiliate Membership by the Executive Board if she meets all the 
requirements for active membership except that of U.S. citizenship and residency. 
All members receive the official publication, the JouRNAL or THE AMERICAN MepicaL WoMEN’s 


Association. Life and Active members receive membership in the Medical Women’s International 
Association. 
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society. Endorsers must be members of American Medical Women’s Association. 
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Checks payable to the American Medical Women’s Association, Inc. must accompany applica- 
tion. Mail to Treasurer, AMWA, 1790 Broadway, Room 315, New York 19, N.Y., or to the 
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on the pathogenesis 
of pyelone phrites: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.” 


to eradiate the pathogens no matter the pathway 


FURADANTIN ~ 


brand of nitrofurantoin 


High urinary concentration @ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum e Free from resistance problems @ Well tolerated—even 
after prolonged use e@ No cross resistance or cross sensitization with other drugs 
Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 

” NITROFURANS—a unique class of antimicrobials 
@ EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 





effective 

therapy 
in the 
critical 
pH 


ZONE 


Massengill Powder 


The buffered acid vaginal douche with low surface tension 


The normal pH of the vagina (3—4.5) inhibits the growth of most 
pathogens, but several factors such as menstruation and vaginal in- 
fections may cause the vaginal pH to rise . . . thus promoting greater 
growth of pathogens. 


A simple acid douche will restore normal vaginal pH, but it is quickly 
neutralized by the alkaline mucosa and pH rises again. An effective 
therapeutic agent must be buffered to maintain the pH for several 
hours and must also be able to penetrate the folds of the vaginal 
mucosa for effective cleansing. 


FORMULA: Ammonium Alum, Boric Acid, Phenol, Eucalyptol, 


Berberine, Menthol, Thymol and Methyl Salicylate. 








A Massengill Powder douche 


provides effective therapy 


because it: 


@ resists NeuTRALIZING 


The buffered acid douche solution of Massengill 
Powder (pH 3.5-4.5) resists neutralizing. And 
this normal, low pH is maintained for 4 to 6 hours 
in ambulant patients . . . and as long as 24 hours in 


recumbent patients. 


INHIBITS PROPAGATION OF PATHOGENS 


Low pH of Massengill Powder solution inhibits 
propagation of monilia, trichomonas vaginalis and 
pathogenic bacteria while simultaneously _pro- 


moting growth of beneficial Déderlein bacilli. 


PENETRATES VAGINAL MUCOSAL FOLDS 

Low surface tension of Massengill Powder solution 
is 50 dynes/cm. (vinegar is 72 dynes/cm.). This 
enables it to penetrate and cleanse folds of the 
vaginal mucosa. And this low surface tension makes 
cell walls of infecting organisms more susceptible 


to therapy. 


WON’T DEVELOP RESISTANT STRAINS 


Because normal pH is restored, normal environ- 
ment is created . . . pathogens can’t thrive . . . re- 


sistant strains can’t develop as with antibiotics. 


IS ACCEPTABLE TO PATIENTS 


Clean, refreshing fragrance of Massengill Powder 
is acceptable to the most fastidious. Solutions are 
easily prepared, convenient to use, nonstaining . . . 
also mildly astringent and soothing to inflamed 


mucosa. 


a 


Write for samples and literature 


THE S. &. Mi assencite COMPANY 
BRISTOL, TENNESSEE 
KANSAS CITY » NEW YORK « SAN FRANCISCO 
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President: Rosemary Stevens, 3825 S.E. Ankeny, Port- 
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RATIONAL THERAPY 
IN A WIDE RANGE OF 
COMMON SKIN DISORDERS 


(NITROFURAZONE 0.2% AND HYDROCORTISONE 1%, EATON) 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 





FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 


FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 


‘water-soluble. 
NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 
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welcome clinical advance... 
effective medication 


in an appealing form 





Soft and pliant ak cin. the Milibis vaginal suppository offers proved therapeutic 
action* in a v9hicle giving unusual clinical advantages to both patients and physician. 


Vai ae CERVIX AND VAGINAL WALL —-The pliant Milibis suppository 
é, disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
M4 non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 
Now supplied with uithnop LABORATORIES 
plastic applicator New York 18, N.Y. 


« SANITARY 
SUPPLIED: BOXES OF 10 * INSURES CORRECT *97 per cent oe * a study = cases; 
with applicator. SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 














continued clinical evidence of impressive 
weight loss and maintenance of good nutrition with 
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A series of case histories, published reports 


and technical exhibits are available on request. 


Edward Dalton a." 
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Quality products from nutritional research 
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